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Clinical Approach to Lymphadenopathy 


Abdullah A. Abba FRCP, FCCP Mohamed Z. Khalil ABIM MRCP (UK) 


Introduction .... „ 

Lymph nodes (LN) are group of specialized cells that 

represent a division of the defense system in the human 

body. The body has approximately 600 lymph nodes, 

and their locations are scattered around ports of entry as 

well as major vessels'. The peripheral groups are those 

readily palpable by clinical examination, and routinely 

looked for, but only those in the submandibular, 

axillary or inguinal regions may normally be palpable 

in healthy individuals. Studies have shown that as 

many as 56% of patients examined for other reasons 

may be found to have lymphadenopathy . 

Lymphadenopathy can be defined as lymph 
nodes that are abnormal in size, consistency or number. 
Fortunately, the majority of patients presenting with 
peripheral lymphadenopathy have easily identifiable 
causes that are benign or self-limiting. 

Lymphadenopathy (LAP) is considered to be 
localized if only one group of LN is involved, limited it 
2 -3 groups of LN are involved and generalized if more 
than three noncontiguous groups are involved. 
Localized LAP is more common and it has been 
reported to affect nearly 75 percent of patients 
presenting with LAP, whereas 25 percent of those 
patients had generalized LAP 4 5 In our study ot 258 
adults who presented with LAP as a presenting feature, 
localized LAPoccuned in 54.7%, limited in 11.6% and 
generalized in 33.7%" Distinguishing between 

The extensions of lymphadenopathy is important in 
formulating a differential diagnosis. Generalized LAP 
is almost always due to a sign ificant systemic illness. 

The cause of lymphadenopathy is essentially 
due to either an immune response to infective agents, or 
inflammatory cells in infections involving the lymph 
node. Moreover, it may be due to infiltration of 
neoplastic cells carried to the node by lymphatic or 
blood circulation. Alternatively, primary neoplastic 
proliferation of lymphocytes may be the underlying 
pathology of LAP. Table 1 gives the list of causes of 
lymphadenopathy. It is not exhaustive but considering 
the causes as classified may be helpful in arriving at a 
diagnosis in a timely manner. Furthermote, the 


The^revalence of nlalignancy, .he most ser ious of .he 

Loses of LAP, is qui.e low among the genera 
population with LAP being as low as 1.1 percent o 
even lower 4 5 7 This, however, is not true among 
patients seen in referral centers where lymph node 
biopsies have revealed malignancy in as many as 40 60 
% of cases" Lymphatic metastasis of tumor cells 
represents a series of extremely complex and 
sequential processes that include dissemination and 
invasion into surrounding stromal tissues from primary 
tumors, penetration into lymphatic walls and 
implantation in regional lymph nodes. Recent 
developments in lymphatic biology and research, 
especially the application of unique molecular markers 
specific for lymphatic endothelial cells have provided 
exciting new insights into the tumor 

.7 •/ l*» II 

microenvironment 

Non-malignant causes of LAP are numerous and 
diverse, ranging from infections such as tuberculosis 
(TB), brucellosis, mononucleosis syndromes, and cat- 
scratch disease; extending to connective tissue disease 
such as systemic lupus erythematosus (SLE), and 
rheumatoid arthritis (RA); or it may be iatrogenic as a 
result of certain drug intake such as phenytom, 
carbamazepine, captopril, allopurinol, and atenolol. 
Generalized LAP is more likely to occur in patients 
with malignancy. It is frequently seen in patients with 
leukemias and lymphomas, or metastatic solid tumors. 
Lymphomas and most metastatic carcinomas 
characteristically progress through nodes in anatomic 
sequence. Patients who are immunocompromised and 
those with human immunodeficiency virus (HI V) have 
a wide differential for generalized lymphadenopathy, 
including early infection with HIV, activated 
tuberculosis, cryptococcosis, cytomegalovirus, 
toxoplasmosis, and Kaposi's sarcoma, which can 
present with lymphadenopathy before visible skin 
lesions appear. 

Clinical evaluation: 

Reaching an accurate diagr- jsis for a patient presentin 




Key words: lymphadenopathy, diagnosis, enlarged lymph nodes. 
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uith LAP may not be an easy task for clinicians with 
the background massive number of differential 
diagnosis. A methodological approach guided bv 
educated evidence based evaluation is therefore 
necessary from the outset. Table 2 gives the salient 
points in the history and physical examination of 
patients presenting with lymphadenopathy that may 
aid in the process of reaching a correct diagnosis. 

Most patients can be diagnosed on the basis of a 
careful history and physical examination. Thorough 
history and meticulous physical examination will 
identify a readily diagnosable cause of the LAP. such 
as upper respiratory tract infection, pharyngitis, 
periodontal disease, conjunctivitis, insect bites, recent 
immunization, cat-scratch disease or dermatitis. 
Where the cause and course of LAP is obvious, no 
further assessment is necessary. 

W 

Furthermore, getting a clear history' of exposure to 
certain risk factors may suggest the cause of LAP such 
as history of animal contact or raw milk ingestion may 
suggest brucellosis, or intravenous drug abuse and 
high risk sexual practices may suggest HIV. 
Environmental exposures such as tobacco, alcohol, 
and ultraviolet radiation as well as occupational 
exposures to silicon or beryllium may raise suspicion 
for metastatic carcinoma of the internal organs, the 
head and neck, and skin. Family history may raise 
suspicion for certain neoplastic causes of LAP, such as 
carcinomas of the breast or familial dysplastic nevus 
syndrome and melanoma. Moreover, associated 
symptoms such as mouth ulcers, photosensitivity, 

* » morning stiffness, muscle weakness, 

or butterfly rash may indicate the possibility of 
autoimmune diseases such as systemic lupus 
erythematosus (SLE). or rheumatoid arthritis (RA). 
History of painful LAP is commonly reassuring; as it is 
indicative of underlying benign pathology such as an 
inflammatory process or suppuration. Pain or 
tenderness is explained by stretching of the lymph 
node capsule as a result of rapid increase in size; 
nonetheless, pain may also result from bleeding into a 
necrotic center of a malignant node and therefore does 
not always necessarily suggest a benign cause. 
Lymphadenopathy that lasts less than two weeks or 
more than one year with no progressive size increase 
has a very- low likelihood of being neoplastic. The 
precise timing of the onset of lymphadenopathy is 
however elusive as most patients are unable to say 
with certainty as to when the enlargement started. 

Normal nodes are generally less than 1 cm in diameter. 

In one series, no patient with a lymph node smaller 
than I cm had cancer, compared with 8 and 38 percent 
of those with nodes I to 2.25 cm and greater than 2.25 
cm, respectively 1 ' Some authors have however 
suggested that epitrochlear nodes of size 0.5cm or 
more and inguinal nodes of size 1,5cm or more should 
be considered abnormal*’ 14 It has been shown that 
benign or self-limited causes were found in 79 percent 
of patients younger than 30 years of age, versus 59 
percent in patients il to 50 years of age and 39 percent 


in those older than 50 years. In primary 

patients 40 years of age and older with unexnhjno I 

lymphadenopathy have about a 4 percent rkJ . 

r n cc i v 4 c o*’ s a 04 percent risk in ££ 

In our study of258 adults who nresenf^i. • • 
LAP. multivariate logistic regression model revealed 
that age over40 years, male gender .generalized LAP 

=- h and ^ s £ -r * 

ra , ,;:r; y - significamiy *«• ^ 

Other studies have also demonstrated that an 
likelihoodof malignancy was associated with age'om 
40 years, male gender, white ethnicity sunraclatlm 
and epitrochlear locations, fixed "nodaTcharaC T 
duration of greater than two weeks, and larger size "" 
The clinical features highlighted in Table 3 art . 
helpful in determining the possibility of malion 
and hence the speed, nature and extent of fu^ 
investigations. ot fu,1he r 

When lymphadenopathy is localized, the clinician 
should examine the region drained by the nod ! 

evidence of infection, skin lesions o'r Tumors \Z 
anatomic location of localized LAP may be helpful in 
suggesting the diagnosis; cervical LAP mav be 
secondary to infectious mononucleosis, axillary LAP 
are seen in patients with cat-scratch disease, whereas 
inguinal LAP may point towards sexually transmitted 

diseases. Supr.icl.nic,la, I-mphudcnupail,.. I h 

lughcl nxk ot malignancy estimated as *>o l, cl ,...., 

patients older than 40 years and 25 percent in those 
younger than age 40 Having the patient perform a 
Valsalva s maneuver during palpation of the 
supraclavicular fossae increases the chance 0 r 
detecting a node Right supraclavicular LAP is 
associated with cancer in the mediastinum, lun»s or 
esophagus while left supraclavicular (Virchow’s) node 
may indicate pathology in the testes, ovaries, kidneys 
pancreas, prostate, stomach or gallbladder. Although 
rarely present, a paraumbilical (Sister Joseph's) node 
may be a sign of an abdominal or pelvic neoplasm" 
Tables 4 and 5 detail the common causes of localized 
lymphadenopathy according to region involved and 
drugs known to cause lymphadenopathy respectively 
Another clinical feature that is of diagnostic 
importance is the consistency. Fluctuant nodes usually 
indicate suppuration while rubbery, firm nodes 
suggest lymphoma. Metastatic nodes are usually stony 
hard while softer nodes indicate inflammatory or 
infective conditions. Small shotty nodes are felt in 
childhood viral infections. Lymph nodes that are 
matted (feels connected to each other without ability to 
palpate separate boundaries to each node, and seems to 
move as a unit) are highly suggestive of tuberculosis. 
This finding may however be seen in other benign 
conditions (e.g sarcoidosis) or malignancy ( eo 
metastasis or lymphoma). 

In patients with generalized lymphadenopathy, the 
emphasis is on finding clues to a systemic illness in the 
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history and physical examination. The presence of 
joint symptoms and rash or mouth ulcers may suggest 
connective disease as a cause. 

Splenomegaly or hepatosplenomegaly and LAP 
may occur concomitantly, that may suggest 
mononucleosis syndromes, adult onset Stills disease, 
chronic lymphocytic leukemia, lymphoma and 
sarcoidosis. 

Moreover, certain clues detected by clinical 
examination may direct the next step such as the 
presence of erythema nodosum may suggest the 
presence of sarcoidosis consequently; a chest X ray 
may reveal mediastinal lymphadenopathy. 

Fine needleaspiration (FNA): 

Fine-needle aspiration biopsy is a safe, simple and 
cost-effective technique that provides rapid 
information directing further approach to a patient 
presenting with lymphadenopathy. Its findings are 
especially beneficial for verification of lymphoid 
origin of the enlarged growth and in differentiating 
between metastatic, infectious, reactive and 
lymphomatous causes of lymphadenopathy. It also 
helps in the determination of the extent of tumor; 
detection of recurrence; monitoring of the course of 
disease; obtaining of material for special studies such 
as microbiological cultures, immunological or genetic 
studies as well as electron microscopy. Furthermore, 
FNA is a rapid way of allaying the fears of a patient in 
the event of identifying a benign cause of the growth. 
The diagnostic value of fine needle aspiration (FNA) 
cytology in the assessment of palpable supraclavicular 
lymph nodes as a first line of investigation has been 
shown by one study, to be cost-effective procedure and 
the overall sensitivity was 92.7%, specificity 98.5%, 
positive predictive value 97.3% and the negative 
predictive value was 94.8% 27 Another study of 627 
FNA of lymph nodes of which 218 were available for 
cytohistological correlation, revealed that there were 
three (1.88%) false-negative and two (1.25%) false¬ 
positive cases. Accuracy tests revealed 97.41% 
sensitivity, 95.45% specificity, and 96.88% efficacy, 
with cytohistological agreement being almost perfect 
(kappa = 0.92). The high accuracy of this study based 
only on cytomorphological criteria demonstrates its 
relevance in patient care, especially in areas of limited 
financial resources 2 * Similarly, in a study of 135 
patients who had FNA, O'Donnell et al demonstrated 
that FNA provided sufficient pathological diagnosis to 
avoid day case surgery in 57 patients (42.2%), and 
inpatient surgery in 65 patients (48.1%) 29 If the LN are 
not palpable, endoscopic ultrasound-guided fine- 
needle aspiration (EUS-FNA) has been shown to 
accurately diagnose mediastinal lymph node 
pathology with diagnostic accuracy of 84% J " This 
method and the more recently introduced 
endobronchial ultrasound guided transbronchial 
needle aspiration (EBUS-TBNA) have been shown to 
be highly sensitive and specific in the diagnosis of 
mediastinal and hilar lesions ” 52 3nd ” Fine-needle 


aspiration of a representative node m either the 
abdominal or thoracic cavity or peripherally by any of 
these techniques in patients with TB, malignancy, or 
HIV infection may allow prompt diagnosis or 

lymphadenopathy as shown by many studies Open 

thoracic surgery, laparotomy, and other invasive 
diagnostic procedures such as mediastinoscopy and 

laparoscopy can now be avoided. 

Transesophageal and transbronchial. ultrasound- 
guided, FNA of enlarged mediastinal lymph nodes 
have become popular and provide accurate results. 
One study reported that in experienced hands, the 
transbronchial or transesophageal approach are 
nonsurgical approaches and have similar diagnostic 
yields, although the transbronchial approach is 
superior for right-sided lymph nodes, however, both 
approaches provides results similar to those of 
mediastinoscopy 4, ‘ The use of contrast enhanced EUS 
has been shown to improve the specificity in 
diagnosing benign lymph nodes as compared to B- 
mode EUS. It does not improve the correct 
identification of malignant lymph nodes and cannot 
replace EUS-guided fine-needle aspiration 4 
FNA is simple, rapid and does not require a general 
anesthetic. The procedure of FNA can be performed in 
the outpatient department. Most patients who have a 
benign diagnosis on FNA do not require further 
evaluation. 

The limitations of FNA remain in the lack of proper 
tissue sample to run special studies including 
cytogenetics, flow cytometry, electron microscopy, 
and special stains. Additionally, the potential risk of 
seeding a tract with malignancy as a result of FNA 
procedure is always a consideration. 

Excisional biopsy: 

Obtaining a proper representative tissue for 
pathological diagnosis can be made by excisional 
surgical biopsy. Ideally; the most accessible node is 
selected for biopsy. The diagnostic yields are reported 
to be quite different based on the site of nodal biopsy 
obtained, as it has been shown that inguinal nodes 
offer the lowest yield, and supraclavicular nodes have 
the highest 41149 

Although less commonly used because of the advent 
of new immunohistochemical analytic techniques that 
have increased the sensitivity and specificity of FNA, 
excisional biopsy remains the diagnostic procedure of 
choice in delivery of timely and appropriate medical 
care to patients presenting with lymphadenopathy. 
The preservation of nodal architecture is critical to the 
proper diagnosis of lymphadenopathy, particularly 
when differentiating lymphoma from benign reactive 
hyperplasia 14 42-45 While FNA may be the initial 
approach for most patients, certain parameters may 
indicate malignancy and therefore a more aggressive 
approach is needed. In a study of 60 ^patients, 
Matsumoto et al identified advanced age, large 
swollen lymph nodes, high levels of serum soluble 
interleukin-2 receptor (sIL-2r) and high lactate 
dehydrogenase( LDH) to be indicative of malignancy 


JK- Practitioner Vol. 16. No (1- 2) January-June 2011 




Table 1: Causes of Lymphadenopathy 


Infections: 

Bacterid 

Streptococcal pharyngitis, skin infections, cat scratch disease, tularerria* 
diphtheria. Brucellosis*, leplospirosis*, lymphogranuloma venereum, 
typhoid fever*, hyme disease*, chancroid, plague, syphilis 

Viral 

HIV*. E-B Virus*. Herpes Simplex. Cytomegalovirus*, mumps, measles*, 
rubella*. Hepatitis B*. Dengue fever* 

Mycobacterial 

Mycobacterium tuberculosis, atypied mycobacteria 

Fungal 

Histoplasmosis. Coccidiomycosis. Cryptococcosis 

Protozoal 

Toxoplasmosis*. Leishmaniasis* 

Neoplastic 

Lymphoma* - 

Leukaemia* 

Squamous cell cancer of head and neck 

Metastasis | 

Lymphopro Iterative 

Angioimmunolastic lymphadenopathy* 

Auto-immune lymphoproliferative disease 

Rosai-Dorfman's Disease 

Hemophagocytic Lymphohistiocytosis | 

Connective Tissue Diseases 

Systemic Lupus Erythromafosus | 

Rheumatoid Arthritis* 

Still's Disease* 

Dermatomyositis* 

Churg-Strauss Syndrome* 

Kawasaki Disease 

Immunologic 

Serum Sickness* 

Drug Reactions* | 

Endocrine 

Hypothyroidism | 

Addison's Disease | 

Miscellaneous 

Sarcoidosis 

Lipid Storage Disease 

Amyloidosis* 

Histiocytosis 

Chronic granulomatous disease 

Kikuchi's Disease 

Kimura's Disease 

Castleman's Disease 

Inflammatory pseudotumor | 


Table 2: Salient Points in the Clinical Assessment 
of a Patient with Lymphadenopathy 


Table 3:Cllnfcal features to differentiate benign 
from malignant Lymphadenopathy 


A History. 

1 Localizing Symptoms/Signs - local 
Inlection/malignoncy 

2 Constitutional Symptoms - infectious: lymphoma 

3 Exposure/Risk - high risk sexual behaviour (HIV); cot 
(cat scratch disease) 

4 Drug - e g Phenytoin. serum sickness 

5. Travel - consider diseases other lhan local 

6. Occupational - hunters (tularemia): fishermen 
(erysipeloid) 

6. Examination: 

1. Location - Generaized - Systemic disease 

- Localized 

2. Size - cancer unSkety if = 1 cm 2 

3. Consistency - Hard - cancer or fibrosis: rubbery - 
lymphoma, chronic leukemia 

4. Fixation - Abnormal nodes, cancer or inflammation 

5. Tenderness - recent rapid enlargement, typically 
inflammatory 


Feature 

Malignant 

Benign 

Size 

>2cm 

<2cm (<lcml 

Consistency 

Hard, firm or 
rubbery 

Soft 

Duration 

>2 weeks 

<2 weeks 

Mobility 

Fixed 

Mobile 

Surroundings 

Attached 

(invasion) 

Not attached 

Location 

Supraclavicular, 
epitrochlear, or 
generalized 

Inguinal, 

submandibular 

Tenderness 

Usually non¬ 
tender 

Usually tender 


• Cause generalized lymphadenopathy 

NB Although the rest of the causes often cause localized lymphadenopathy, 
they can also present with generalized lymphadenopathy. 
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Excisional biopsy: 

Obtaining a proper representative tissue for 
pathological diagnosis can be made by excisional 
surgical biopsy. Ideally; the most accessible node is 
selected for biopsy. The diagnostic yields are reported 
to be quite different based on the site of nodal biopsy 
obtained, as it has been shown that inguinal nodes 
offer the lowest yield, and supraclavicular nodes have 
the highest”” 

Although less commonly used because of the advent 
of new immunohistochemical analytic techniques that 
have increased the sensitivity and specificity of FNA, 
excisional biopsy remains the diagnostic procedure ot 
choice in delivery of timely and appropriate medical 
care to patients presenting with lymphadenopathy. 
The preservation of nodal architecture is critical to the 
proper diagnosis of lymphadenopathy, particularly 
when differentiating lymphoma from benign reactive 
hyperplasia " 42-45 While FNA may be the initial 
approach for most patients, certain parameters may 
indicate malignancy and therefore a more aggressive 
approach is needed. In a study of 60 patients, 
Matsumoto et al identified advanced age. large 
swollen lymph nodes, high levels of serum soluble 
interleukin-2 receptor (sIL-2r) and high lactate 
dehydrogenase( LDH) to be indicative of malignancy 
and suggested early lymph node biopsy in such cases ^ 
Ultrasound or computed tomography (CT)-guided 
percutaneous lymph nodes biopsy often do not supply 
sufficient tissue for the histopathologic diagnosis of 
intra-abdominal LAP compared to surgical removal of 
the lymph node. Laparoscopic lymph node biopsy 
(LLB) has the advantage of obtaining the entire lymph 
node and avoiding potential complications of a 
laparotomy. It was recently shown that LLB is a safe 
and effective procedure. Its diagnostic accuracy is 
superior to percutaneous techniques, and can be 
proposed as the procedure of choice to sample deep 
lymphatic tissues in patients with intra-abdominal 
lymphadenopathy at a very low morbidity 51 
Lymph node biopsy is essential in making a definitive 
diagnosis in certain conditions. In Kikuchi's disease 
for example where the overall accuracy of FNA 
diagnosis of Kikuchi's lymphadenitis was found to be 
only 56.25% ' a lymph node biopsy is necessary even 
in patients with typical presentations such as young 
women with cervical lymphadenopathy, fever, 
neutropenia who are otherwise in excellent condition. 
This is because this condition can be easily confused 
with malignant lymphoma. 

With the more widespread application of molecular 
techniques, and the development of improved 
minimally-invasive procedures, percutaneous and 
endoscopic techniques may come to dominate and the 
surgeon may have a diminishing role in the 
management of lymphadenopathy. There is however a 
need to know when and how quickly an excisional 
biopsy is indicated. A recent study has shown that there 
was no evidence for the use of explicit protocols for 
referral or management and that biopsy was often 


delayed The study suggested the introduction of 
coordinated problem-based referral and management 
pathways for the management of patients with 
enlarged superficial lymph nodes supported by regular 
auditsofpracticc 

Guidelines and suggested approaches m handl n 
different medical problems are based on poo ed 
evidence from the medical literature, aided by the 
expert opinions of practicing physicians. However, it 
is important to emphasize that patients are different, 
not only because of variability in their response to 
diseases, but thev are different in the way of presenting 
and perceiving their illness. Therefore, it is of 
paramount importance to rely mainly on proper 
history' and physical examination to reach the 
appropriate clinical diagnosis. 

The evidence provided to us in the medical literature 
clearly indicates that there is a need to critically review 
all evidence in the evaluation of patients presenting 
with lymphadenopathy. We need to exercise care in 
order not to miss a potential treatable lesion while at 
the same time not to subject patients to unnecessary 
discomfort. While the duration of LAP is extremely 
helpful in guiding clinicians to the a ggressiveness 
the underlying disease, this aspect of history is subject 
to individual bias. We suggest using an algorithm as 
depicted in Figure 1 in such assessment after obtaining 
a reliable history. 

For patients presenting with short duration of LAP and 
low clinical risk to suggest malignancy or serious 
illness, probably, the diagnosis can be made based on 
analyzing the clinical data obtained from the patient. 
Simple confirmatory investigations may be reassuring 
to both patients and clinicians. On the other hand, ifthe 
duration of LAP is long (> 2weeks), this indicates 
persistent LAP but not necessary serious or malignant 
disease. Consequently, obtaining clinical data to 
differentiate between high or low clinical risk would 
be an imperative next step in clinical evaluation. The 
presence of alarming symptoms and signs of LAP 
warrants further investigation to establish the 
diagnosis and to initiate the proper treatment. 

Among the investigations needed to reach the 
diagnosis are imaging studies such as plain chest X 
ray, CT scan of the chest and abdomen, magnetic 
resonance imaging, radioisotope scan, ultrasound 
scan, and echocardiography. 

Obtaining a tissue from the diseased lymph node for 
diagnosis is the gold standard of establishing the 
pathological diagnosis. This can be done by either 
FNA or excisional biopsy. The obtained tissue should 
be processed for histological examination as well as 
microbiological, histochemical. immunoflorescence, 
and polymerase chain reaction when appropriate. 
Certainly, despite running all available tests, small 
percentage of patients with LAP remains undiagnosed. 
Probably, referral to. more specialized centers for 
reviewing the histopathology may be fruitful. 
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Comparative Clinical Evaluation of Anti-GERD Drugs - Monotherapy vs 
Polytherapy. 


Pavan Malhotra, Aneeta Singh. Suhail Malik, O P. Gupta. Anil Gupta 


Abstract 

The objective of study was to find out an effective regimen for treating the cases of gastroesophageal reflux 
disease (GERD). Monitoring of clinical symptoms, endoscopic and histopathalogical examination were the 
basis of this study. After application of the exclusion criteria, a total of 120 patients of different age groups 
and habits, of both sexes were included in this study. According to the severity of the disease, these 
patients as per the prescribed criteria were identified to be of grade I, II or III. For both monotherapy and 
polytherapy, patients of each grade were divided in different groups on random basis for different 
treatment modalities. The drugs included in study were prokinetic drugs, H r blocker, proton pump inhibitor 
and alginic acid, all working with different mechanisms of action. The drugs, metoclopramide 
domperidone and alginic acid when employed alone in recommended therapeutic doses on grade II & III 
cases of GERD for 6 weeks proved to be ineffective. These cases after a wash out period of one week were 
subjected to a pilot study for polytherapy employing a prokinetic drug, an acid suppressant and alginic acid 
Patients subjected to group containing omeprazole as acid suppressant got treated in 6 weeks as compared 
to famotidine containing group which was relieved of symptoms in 8 weeks. Encouraged by these results 
the above said polytherapy was further extended on 90 new cases of grade II & III of GERD. The results of 
this study came in line with that of the pilot studythe group treated with omeprazole, domperidone and 
alginic acid. This combination provided effective treatment in 6 weeks as compared to other combinations 
containing famotidine or metoclopramide, exhibiting treatment effects in 8-10 weeks. 

After the failure of monotherpy, the polytherapy employed was a great success. The regimen 
containing domperidone, omeprazole and alginic acid provided complete relief and showed effective 
healing in both grade-II and grade-III oesophagitis in 6 weeks therapy. 

JK-Practitioner 20M;16(1) ;8-12 

inhibitors. Antacids acting by acid neutralization 
Provide relief immediately but for only short duration 
(1-2 hours) 5 . H,-receptor antagonists are effective to 
control symptoms in 50-75% cases while healing rate in 
erosive esophagitis is less than 50%‘. Severe case of 
esophagitis require H r receptor antagonists in a dose 
that is higher than that required for gastric or duodenal 
ulcer and needs to be given for prolonged period. These 
act by reducing HCI secretion thereby lowering 
intragastric pressure and decreased chances of reflux 1 . 
As compared to these, proton pump inhibitors (PPI) due 
to their more effective acid inhibition and safety profile 
have steadily replaced the H,-receptor antagonists. The 
duration of effect of PPI lasts up to 24 hours due to 
irreversible inactivation of proton pump. In standard 
doses, PPI have been found to inhibit 90-98% of 24 
hours acid secretion and inhibit both fasting and meal 
stimulated secretions in contrast to H 2 -receptor 
antagonists which have only modest effect on meal 
stimulated secretion'”. The prokinetic drugs act as anti¬ 
reflux by^^enhancing the tone of lower esophageal 

Key words: GERD. H 2 -receptor, antagonists, PPI 


Introduction 

Gastroesophageal Reflux Disease (GERD) is a disorder 
of very common occurrence caused due to recurrent 
reflux of gastric contents into the esophagus leading to 
symptoms of heartburn and esophageal injury in the 
form of stricture, Barrett’s esophagus and 
adenocarcinoma 1 ' 2 . GERD is increasing in frequency in 
Asia and the reason attributed is the personal and dietary 
habits although the other risk factors are old age, male 
sex, family history, smoking and increased body mass 
index 2 . Normally the lower esophageal sphincter (LES) 
remains contracted so that gastric contents do not move 
into the esophagus. In pathophysiology of GERD, LES 
is relaxed leading to reflux and injury to esophageal 
mucosa by acid-pepsin mixture but mainly by HCI as 
esophageal mucosa has no cytoprotective mechanism 
against Hcl 4 . 

Pharmacotherapy of GERD has evolved over the years 
started first with antacids followed by H 2 -receptor 
antagonists, prokinetic drugs and latest by proton pump 
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sphincter (LES) and facilitate emptying of stomach. 
These are more useful especially for those patients who 
complain of abdominal fullness and bloating. Although 
the pathophysiology of GERD more relate to 
disturbance of GIT motility and prokinetic drugs are 
expected to be more effective but have proved to be of 
limited efficacy 10 . In addition to above drugs, alginic 
acid has also been used in GERD and is reported to exert 
its action by forming a thick floating viscous gel over the 
gastric contents which prevents refluxing as well as 
forms a protective coating on the surface of esophagus 
but again reported to be of limited efficacy" 12 . 

Review of the literature revealed that only 
limited reports had appeared on polytherapy involving 
prokinetic drugs, acid suppressants and alginic acid. The 
said drugs have different mechanisms of action (i) 
increase the tone of LES and leads to emptying of 
stomach (ii) decrease the formation of acid (iii) provides 
anti-reflux barrier by providing protective coating on the 
surface of esophagus, respectively 11 . 

It was in this background, that the study 
including polytherapy involving drugs acting by 
different mechanisms was conceived, carried out and is 
underreport. 

Material and Methods ' 

The study was planned at the Deptt. of Pharmacology 
and carried out in the Deptt. of Medicine with the 
support of Deptt. of Pathology at Acharya Shri Chander 
College of Medical Sciences, Sidhra, a tertiary care 
hospital in Jammu. The plan of study was prepared and 
submitted to the ethical committee and subsequently the 
study was started after its approval. All the patients 
attending the medical OPD from November, 2005 to 
January, 2007 with complaints of regurgitation, pain 
epigastrium, odynophagia, post-prandial fullness, 
palpitation, heartburn, insomnia, anxious looks, 
vomiting, giddiness and sour eructations were enrolled 
at preliminary level for study and informed consent in 
accordance with Helsinki declaration was obtained. 
Exclusion criteria: Extreme of ages, pregnancy and 
lactation, patients on drugs affecting GI motility, 
underlying diseases like cholelithiasis, cholecystitis, 
pancreatitis, peptic ulcer, parasitic infestation, 
esophageal and gastric varices, esophageal strictures, 
congestive heart failure, edema, underlying liver and 
renal diseases and upper GI surgery. 

Drugs employed: It was considered more appropriate to 
include those the pharmaceutical preparations of the 
drugs that were being used clinically for GERD viz. 
perinorm (metoclopramide), domperon (domperidone), 
famtac (Famotidine), omez (omeprazole) and gaviscon 
(pharmaceutical grade of alginic acid). 

After recording history of the disease, dietary 
habits and treatment already taken, patients were 
subjected to detailed clinical examination, Bernstein's 
test for acid perfusion, abdominal ultrasonography and 
esophagoscopic examination were conducted to decide 
on the inclusion or exclusion of patients. 

Routine Clinical Tests: Haemogram, biochemical 
parameters like liver function tests (LFT), renal function 


tests (RFT). stool and urine examinations were 
conducted in all the cases. Patients showing 
abnormalities in these examinations were not recruited 

Endoscopy: Esophagoscopy was done using 1Olympus 
CV-70 endoscope processor fitted with GIF-V70 probe 
to find out the morphology of esophagus. These lesions 
were then classified as per Savary-Miller s classification 
for grading of esophagitis. 6-8 punched biopsies were 
taken from the lower end of esophagus for 

histopathological examination. 

Histopathology: The tissue obtained by the biopsy was 
fixed in 10% formalin solution for a period of 5-6 hours. 
The tissue was then embedded in the ascending grades of 
alcohol and one change was given with acetone followed 
by a change with xylene and subsequently with molten 
paraffin wax for 1-2 hours. Then the sample was cooled 
and the block was made using wax and the sections were 
cut into thin ribbon known as “section ribbon”, which 
were put in hot water bath, these were then straightened 
with the help of the tip of a drawing brush, then the 
section ribbon was mounted after putting a smear of egg 
albumin on the clean glass slide which was followed by 
hemotoxylin-eosin (HE) staining and was classified 
according to Ceriant-William's histopathological 
classification. 

Plan of study: Patients of grade II and III esophagitis 
were recruited for the study after confirming the 
diagnosis clinically, en doscop ica I ly and 
histopathologically, and then they were subjected to 
different phases of treatment as follows. 

Study carried out with anti-GERD drugs: 

Patients of GERD were examined clinically, 
endoscopically and histopathologically. According to 
the severity of the disease, they were classified into 
grade I, II and III as per Cotton's Clinical Classification, 
Savary-Miller's classification based on esophageal 
lesions and Geriant-William's histopathological 
grading' 4 '' 5 ' 1 *. Patients of only grade II and grade III 
esophagitis were taken up for the study and were 
subjected to mono- and polytherapy by anti-GERD 
drugs as noted below. The age, sex, habits and grade of 
GERD patients were recorded (Table-1). 

Monotherapy: Thirty patients of GERD classified in 
grade-II and III were recruited in this study and put on 
individual drugs like metoclopramide, domperidone and 
alginic acid (Table-2). 

Polytherapy: The above mentioned patients put on 
monotherapy responded poorly, as such, these were then 
subjected to polytherapy after giving a washout period 
of one week (Table-3). The results obtained with 
polytherapy were very encouraging. In lieu of this, the 
said study was further advanced on 90 patients recruited 
as fresh cases. 

Control group: Since the patients treated with 
monotherapy did not show considerable therapeutic 
effect, so this group was treated as control group. 

The said studies were open ended trials with allocation 
of patients to different groups in a random ized manner. 
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Observations for clinical symptoms were made at two 
weeks interval while endoscopic and histopathological 
examinations were conducted after 6 weeks of 
treatment. In cases not completely healed at 6" week, the 
treatment and review examination was extended upto 8' 
and 10 week. 

Results 

Out of 144 patients recruited after applying exclusion 
criteria, 24 were lost in the follow up. The results 
obtained on the remaining 120 cases are presented in 
tables 2, 3 and 4. None of the patients of grades II and III 
subjected to monotherapy (n=30) with either 
domperidone, metoclopramide or alginic acid in 
prescribed therapeutic doses for 6 weeks responded to 
treatment, as observed every fortnightly for 6 weeks 
with endoscopic comfirmation of these cases on 
completion of 6' h week were then treated as control 
group (phase-1) for the rest of the study. These very cases 
were then subjected to polytherapy (phase-II), after a 
washout period of one week, with a prokinetic drug, an 
acid suppressant and alginic acid responded effectively 
to treatment in 68 weeks. The two groups containing 
omeprazole as acid suppressant responded to treatment 
in 6 weeks whereas the other two groups containing 
famotidine showed regression of symptoms in 8 weeks 
time. Prokinetic drug, domperidone, as compared to the 
other drug from the same group, metoclopramide. 


_. original article 

proved more effective in combinationTherapy with—vi 
suppressant and alginic acid (Table3). Encouraged 1 
the results of the phase-11 study, fresh cases j n j ar y 
numbers (n=90), of both grade II and III of GERD vv^ 
subjected to polytherapy with the same combinatioiw 
drugs as carried out in phase-11 of the study. The re I 
obtained the phase III of the study (Tabled) are i n S ] U 
with that of phase-II. Omeprazole in combination vv'ith 
domperidone or metoclopramide and alginic a * i 
proved to be the most effective in treatment for hi 
grade II and III cases of GERD after 6 weeks exposu^- 1 
Clinical symptoms of the disease started subsiding with 
the progression of treatment as recorded at 2 we k 
interval and freedom from all symptoms with absence t 
any lesions on endoscopic examination at the end of°r 
weeks treatment. Secondly, the cases treated with th 
other acid suppressant, famotidine, took a little Ion-- - C 
treatment period of 8-10 weeks before relief of hT 
symptomatology of the disease was seen and out of th^ 
two groups of famotidine, one in combination with 
domperidone was more effective as compared to th 
other with metoclopramide. e 

Analysis of data recorded at 2 weeks interval 
revealed that the males who were non-smokers non 
alcoholic had responded to polytherapy earlier as 
compared to smoker and alcoholic males and the 
females also responded to treatment late. The said data 
recovered for each patient within each group 0 f 
polytherapy is too large to be covered in this report 


TABLE 1 

Profile of patients admitted in the study: 
Number of patients: Monotherapy 30; 
Poly therapy 120+24* 


Grade 

Habits 

Sex 

Age in 




years 

II 

Smoker 

Male 

Range 

in 

Alcohol 

Female 

Mean 

37% 

18% 

48% 

19-61 

63% 

24% 

52% 

36 

•4; 



— 


* Recruited but they were lost in the follow up. 

TABLE - 2 

GERD: Monotherapy: 30 Patients 


Monotherapy 
employed 
(mg BD) 

Grade 

No. of 
Patients 

Patients 
healed after 

6 weeks 
treatment 

Domperidone 

II 

2 

0 

(10 mg BD) 

ill 

8 

0 

Metoclopramide 

II 

6 

0 

t10 mg BD) 

III 

4 

0 

Alginic acid 

II 

7 

0 

(250 mg BD) 

III 

3 

0 


TABLE 3 

GERD: Polytherapy: 30 Patients of Monotherapy 


Polytherapy 

employed 

Grade 

No. of 
Patients 

No. of patients 
healed* after 
treatment for 
6wks 8wl« 

1. Omeprazole 

11 

2 

2 

+ Domperidone 
+ Alginic acid 

III 

5 

5 

2. Omeprazole 

11 

3 

3 

+ 

Metoclopramide 
+ Alginic acid 

III 

4 

4 

3. Famotidine 

11 

7 

5 2 

+ Domperidone 
+ Alginic acid 

in 

2 

1 1 

4. Famotidine 

II 

2 

1 1 

+ 

Metoclopramide 
+ Alginic acid 

III 

5 

2 3 


Omeprazole : 20 mg OD Famotidine : 20 mg BD 

Metoclopramide : 10 mg BD 

Domperidone : 10 mg BDAlginic acid : 250 mg BD. 

* cases healed : As per clinical symptoms and 
endoscopic/ histopathological examination. 
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GERD: Polytherapy: 90 Patients 

___T 

• 

Polytherapy employed. 

Grade 

No. of Patients 

1. Omeprazole 

II 

4 

+ Domperidone 

III 

18 

+ Alginic acid 



2. Omeprazole 

II 

7 

+ Metoclopramide 

III 

14 

+ Alginic acid 



3. Famotidine 

II 

7 

+ Domperidone 
+ Alginic acid 

III 

12 

4. Famotidine 

II 

13 | 

+ Metoclopramide 

III 

15 | 

+ Alginic acid 


_L 


No. of cases healed after 
treatment for 

6 weeks 8 weeks 10 weeks 

4 
18 


7 

12 


4 

8 


10 

8 


3 

2 


2 

2 


1 

5 


Discussion 

GERD is a multifactorial disorder 2,M \ A single drug 
acting by one mechanism of action is unlikely to be 
effective in all cases of different etiologies' 3 . In lieu of 
this background of the said disorder, both monotherapy 
and polytherapy have been investigated. The result of 
phase I, II and III covering mono- and polytherapies of 
study are in conformity with the above said concept of 
etiology and treatment of this disorder. While the 
monotherapy with either of prokinetic drug(s) 
domperidone, metoclopramide or antireflux drug 
alginic acid failed to produce any significant therapeutic 
effect so the polytherapy with one of the prokinetic 
drugs, an acid suppressants and antireflux drug alginic 
acid proved to be an effective therapeutic regimen. Out 
of the four different combinations attempted, two of 
these containing omeprazole in combination with 
domperidone or metoclopramide and alginic acid 
proved to be the most effective as compared to two other 
groups containing famotidine in place of omeprazole 
and alginic acid, a drug constant with every group which 
provides a mechanical barrier for reflux prevention. 
This difference in effectivity is to be attributed to what is 
reported in the literature that omeprazole as proton 
pump inhibitor cause 9098 % inhibition of 24 hours acid 
secretion whereas H 2 receptor antagonists cause only 
60-70% inhibition of 24-hour acid secretion and are 
required to be used in high doses and for longer period". 
A short course of proton pump inhibitors of only one 
week duration had inadequate predictive value for 
defining any benefit or lack of benefit at the end of 4 
weeks treatment". Proton pump inhibitors are the most 
effective medical intervention for GERD. Studies have 
shown consistency with the fact the proton pump 
inhibitors are superior to H,-RA in healing esophageal 
mucosa and relieving GERD related symptoms 20 - 3 '. Out 
of the two prokinetic drugs employed in combination 
with acid suppressants, domperidone treated cases 
responded to treatment earlier as compared to 
metoclopramide treated group. 

Anti-reflux agent, alginic acid was present in all the four 


combinations of polytherapy. As such, its contribution 
in these combinations cannot be commented unless we 
had combinations without alginic acid for comparison. 
However, its role as antireflux agent is to be considered 
as a contributing factor in the success of polytherapy. 
The drugs employed in polytherapy have been already 
reported to be used individually but none of these are 
without any limitation e.g. prokinetic drugs acting as 
dopamine receptor antagonist with associated side 
effects, H/eceptor antagonists are less efficacious as 
acid suppressant and are required to be given in doses 
higher than that required for peptic ulcer treatment and 
for longer duration and proton pump inhibitor leading to 
achlorhydria, carcinogenic potential and recurrence of 
disorder in 80 % of cases after 4 weeks of treatment 22 . 

The polytherapy employed in our study with low 
prescribed therapeutic doses resulting into complete 
cure with varying duration of treatment at 6. 8 or 10 
weeks without observation of any worth noticable 
adverse effect is the highlight of the study. Cessation of 
clinical symptoms and absence of any lesions on 
endoscopic/histopathological examination testified to 
the recovery of the patients from the disorder w ithout 
any scope of bias as can happen in other type of open 
ended trial. 

After the success of polytherapy, in all the cases after 
varying duration of treatment, it was considered very 
pertinent to follow up these cases for staying free from 
this disorder or recurrence. The principal investigator of 
the study who remained at the institute of investigation, 
in the next 3 months did not come across any patient 
who were subjected to polytherapy treatment. Inference 
of their not revisiting the hospital is generally attributed 
to the success of the treatment regimen. 

The highlight of the present study is the application 
of polytherapy with omeprazole, domperidone and 
alginic acid in prescribed therapeutic doses for treating 
the cases of grade-II and grade-III GERD is beneficial 
as prokinetic drug is helpful in reverting the 
pathophysiological cause while as proton pump 
inhibitors provide long term acid suppression and 
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healing where as the alginate is useful in producing 
immediate relief of symptomatology thereby 
contributing to healing process and making the person 
symptom free. 

Summary and Conclusion 

The role of three drugs in monotherapy was studied in 
GERD for 6 weeks which turned out to be a complete 
failure. After a washout period of one week the same 
group was exposed to four regimens in combination 
therapy with three drugs The results of different groups 
were compared besides studying the effects of various 
parameters (grade of the disease, smoking and drinking 
habits) on the healing rates and the data was analysed 
statistically using chi-square (x J ). There were varied 
healing rates with different combinations of the drugs 
containing an acid suppressant, a prokinetic drug and an 
a ntacid which was common to all the four groups. T he 
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regimen containing domperidone, omeprazole^ 
alginic acid displayed excellent results with 1 Q 0 °/ 
healing rate at the end of 6 weeks of therapeutic 
intervention. The least effective regimen was one 
containing metoclopramide, omeprazole and alcinir 
acid with 47% healing rate at 6 weeks of treatmen^Thc 
significant difference in the healing rates at 6 weeks with 

f " eg,mens was generally observed only in 
grade-III disease while as in grade-11 disease, alUhe' 
regimens were almost equally effective (92%- 1 00%) in 
conclusion, it was observed that all the combination 
regimens used had excellent safety profile with none of 
the patients reporting with such disturbing side effect, 
that could jeopardize the compliance. The regimen 
containing domperidone, omeprazole and alginic aciH 
was the safest of the four regimens. 
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Duodenal Perforations in the Era of 
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Abstract 

Forty six cases of Nontraumatic gastroduodenal perforation were studied with regard to history especially 
NSAID use, presentation, examination findings and emergency treatment by simple closure of the 
perforation. Morbidity and mortality in these cases were recorded. The results advocate judicious use of 
NSAIDs as they predispose to perforation and support the use of simple closure as emergency treatment. 


Introduction 

Gastro duodenal perforation, a major 
complication of peptic ulcers has been known since a 
long time. The features of perforated gastric ulcer were 
first described by Rawlinson in 1727 and Hambergeun 
in 1746 described the clinical features of a perforated 
duodenal ulcer. Finnly in 1900 performed the first 
successful operation for perforated peptic ulcer.The 
youngest age at which perforation has been reported is 
2 months and the oldest age is 77 years. However the 
average age at which peptic perforation occurs is the 4"' 
decade of life and it is more common in males. 1 

Pain in upper abdomen which becomes 
generalized or radiates to the shoulder and vomiting 
have been reported as the classical presenting features 
of these cases. 2 Generalized tenderness of the abdomen 
and rebound tenderness is seen in a majority of these 
cases. 

Perforation is a cause of 25% of acute 
abdominal emergencies, considerable morbidity and 
mortality and the commonest etiology is Peptic 
perforation. 4 

Current smoking and over the counter use of 
NSAIDs have been implicated in increasing the rate of 
gastro duodenal perforations. 56 

Methods 

The present study was conducted in the 
Department of Surgery in SMHS Hospital Srinagar 
which caters most of the patients from different districts 
of the valley. Cases of gastrointestinal perforations due 
to various non-traumatic causes were studied Initially 
patients were resucitated with adequate intravenous 
fluids, nasogastric aspiration, broad spectrum 
antibiotics (usually combination against aerobes and 
anaerobes). Patients with features of perforation 
peritonitis were subjected to exploratory laparotomy. 


JK-Practitioner 2011; 16(1-2): 13-15 

Operative procedures were undertaken depending on 
size, site and number of perforation. Morbidity in terms 
of toxaemia, reperforation, wound infection and 
duration of hospital stay was noted. 

Results 

A total of 46 cases of non traumatic gastro 
duodenal perforation were seen in this period. Majority 
of these cases were seen in males (60.86%) and the 
commonest age of presentation was 31- 50 years 
(67.18%). The commonest etiology of perforation was 
Acid Peptic Disease (71.73%) while the etiology was 
non specific in 23.9% cases. (Table I) 

TABLE I DISTRIBUTION OF GASTRODUODENAL CASES 

AS PER ETIOLOGY 


TYPE 

PEPTIC 

MALIGNANCY 

NON 

SPECIFIC 

TOTAL 

GASTRIC 

N=04 

I 

(25%) 

2 

(50%) 

1 

(25%) 

4 

(8 69%) 

DUODENAL 

N=42 

32 

(76%) 

0 

10 

(23.80%) 


TOTAL 

N=46 

33 

(71.73%) 

(4 34%) 

11 

(23 91%) 

46 

(100%) 


Pain in abdomen was the chief complaint in all 
46 cases of gastroduodenal perforations. Vomiting, 
fever and abdominal distension were also seen in cases 
of gastro duodenal perforation. In cases of gastric 
perforation 75% gave history of dyspepsia and 25% 
gave history of use of Non Steriodal Anti inflammatorv 
Drugs (NSAIDs). 

In cases of duodenal perforation 83.33% gave 
history of dyspepsia and 47.6% gave history of use of 
NSAIDs. Fifty percent cases of gastric and 26% cases 
of duodenal perforations also gave history of smokin^ 
(Table II) 


Key words: NSAID’S, duodenal, perforations, gastric perforation 


<—■. -i.— 


13 


JK- Practitioner Vol.16. No (I - 2) January-June 2011 



















TABLE II PRESENTING FEATURES AND HISTORY 
IN GASTRODUODENAL PERFORATIONS 

COMPLAINTS GASTRIC DUODENAL TOTAL 
& HISTORY N=4 N=42 N=46 


anicie 


& HISTORY 
PAIN 

V OMITTING 
FEVER 


4 (100%) 42 (100%) 

1 (25%) 31 (73.80°/ 

1 (25%) 05 (11.00°/ 


DISTENSION 1 (25%) 10 (23.80%) 


DYSPEPSIA 3 (75%) 
NSAID USE 1 (25%) 


SMOKING 


2 (50%) 


N=42 _ 14=46 

42 (100%) 46 

_ ( 100 %) 

31 (73.80%) 32 

_ (69.56%) 

05 (11.00%) 06 

_ (13.04%) 

10 (23.80%) 11 

_ (23.91%) 

35 (83.33%) 38 

_ (82,60%) 

20 (47.60%) 21 

_ (45.65%) 

11 (26.19%) .12 

(26.08%) 


The closure of the perforation was aimed at in tiT" 
emergency setting. Those cases that needed 
definitive surgery like cases of malignancy were re 
operated electively. Closure was done in two lave 
using chromic catgut. Intraperitonael drains wen 

placed in the Morrisons pouch and pelvis. j e 

cases of gastric perforations simple closure wa" 
done in 75% cases and in one case of carcinoma 
stomach blind intraperitoneal drains were placed 
due to the moribund condition of the patient All 42 
cases of duodenal perforation were closed in two 
layers with placement of Omental patch. (Table IV) 

TABLE IV TREATMENT RECEIVED BY CASFc 
OF GASTRODUODENAL PERFORATION 


TABLE III EXAMINATION FINDINGS IN CASES OF 
GASTRODUODENAL PERFORATIONS 
The findings on examination are displayed in table III. 
Tachycardia, abdominal tenderness and rigidity and 
obliteration of liver dullness were observed in majority of the 
cases ofgastroduodenal perforations. 


EXAM. 

GASTR 

FINDINGS 

IC 

PUL 60-90 

N = 04 

2 

SE 

(50%) 

(b/m 90-120 

2 

t) 

(50%) 


BP 
M m 

Hg 


TE 

MP 

o,-. 


>120 

<80/60 

80/60- 
120/80 
>1 20/8 
0 


Norma 


( 50 %) 

2 

( 50 %) 

0 


DUODEN 

AL 

N=42 

10 

(23.80%) 

22 

(52.38%) 

10 

(23.80%) 

11 

(26.19%) 

28 

( 66 . 66 %) 

03 

(7.1%) 


TOTAL 

N=46 

12(26% 

J_ 

24(52.1 

7%) 

10(21.7 

5%) 

13(28.2 

6 %) 

30(65.2 

1 %) 

03(6.52 

%) 


increas 

ed 


DISTENSION 


TENDERNES 

S 


RIGIDITY 


LIVER 

DULLNESS 

ABS. 


BOWEL 

SOUNDS 



(25%) 


12 

(28.57%) 



2 

(5 0% 


3 

(75%) 


.9 


29 

(69.04%) 



07(15.2 

1 % 


13(28.2 

6 %) 


46(100 
% 


28(60.8 

6 %) 


31(67.3 

0 %) 


20(43.4 

7%) 


26(56.5 
2% 


CASES 

SIMPLE 

CLOSURE 

WITH 

DEFF 

DEF T/t 

CLOSURE 

WITH 

OMENTAL 

PATCH 

blind 

intra 

PERITONEAL 

drains 

GASTRIC 

N=4 

3(75%) 

0 

1(25%) - 

DOUDENAL 

N=42 

0 

42(100%) 

"o " 

TOTAL 

N=46 

3(6.52%) 

42(91.30%) 

1(2.17%) 


Out of the 46 cases 5 expired, 11 | la d 
prolonged hospital stay, 3 had wound infection, 2 had 
prolonged toxaemia and one had 
reperforation. One known case of carcinoma 
stomach came in a moribound condition and expired 
within 24 hours of adm ission. Four cases of duodenal 
perforation expired, three due to fulminant 
septicaemia and one went into irreversible shock 
One case had reperforation on the fourth post 
operative day and had to be re operated and 
gastrojejunostomy was done (Table V) 

TABLE V MORTALITY AND MORBIDITY IN 
GASTRODUODENAL PERFORATIONS 


CASE 

S 


MORT 

ALITY 


1(25%) 


4(9.52 

%) 


5(10.86 

%) 


| MORBIDITY 

► 

• 


PRL 

• 

TO 

X 

REP 

ERF 

WN 

D. 

INF 

PRL 

STA 

Y 

0 

0 

0 

3(75 

%) 

2(4. 

76% 

) 

1(2.3 

8%) 

3(7. 

14% 

) 

8(19. 

04%) 

2(4. 

34% 

J_ 

1(2.1 

7%) 

3(6. 

52% 

)_ 

11(23 

.91%) 


GAST 

RIC 

N=4 


DUOD 

ENAL 

N=42 


TOTA 

L 

N=46 


Discussion 

There were 71.73% cases of peptic perforation in the 
present study of which 3.03% were gastric and 
96.96% were duodenal perforations. Svanes et af 
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also reported that most peptic perforations occurred in 
the duodenum and the incidence of gastric ulcers 
throughout the study was 10%. Prescatore et al* 
reported the incidence of peptic perforation of the 
duodenum to be 66.66%. however recently in the study 
of Jhobta et af all cases of peptic perforation were seen 
in the duodenum. 

NSAlDs have been known to increase the risk 
of gastrointestinal ulceration, bleeding and perforation 
since many years. In our study 25% cases of gastric 
perforation and 47.6% cases of duodenal perforation 
gave history of use of Non Steriodal Anti inflammatory 
Drugs (NSAIDs). In a review of studies on effect of use 
of NSAIDs on gastrointestinal tract from 1980 to 2000 
Hernandez-Diaz and Rodriguez"’ reported a pooled 
incidence rate of 0.1 per 1000 person years for upper 
gastrointestinal perforations. Similarly Barnard et al' 
reported an increase in non fatal gastroduodenal 
perforations by 75.9% with the use of selective 
NSAIDs. 

Cases of gastric perforation in our study were 
treated with simple closure in 75% cases and all cases 
of duodenal perforation were closed in two layers with 
placement of an Omental patch. Several authors" 11 ' 
have also advocated simple closure as a method of 


Treatment. Gamer and Kumar 1 * reviewed thirty cases of 
drug induced peptic ulcer perforations treated with 
simple closure and omental patching and concluded 
that simple closure was a safe and effective means of 
treating perforated peptic ulcers associated with 
ulcerogenic drugs, even if these drugs were 
subsequently restarted. . 

The mortality in the cases of gastroduodenal 
perforations in the present study was 10.86%. Krenzien 
et al 1 ' and Jhobta et af’ have also reported mortality of 
10%. How ever Garner and Kumar 11 reported the overall 
mortality rate in drug induced peptic perforations to be 
27%. 

Conclusion 

Most of the cases of Non traumatic gastro 
duodenal perforations are males especially in the 
second to fourth decade of life. Pain in abdomen is the 
commonest presentation. Chronic smokers and those 
who use NSAIDs are at higher risk. Therefore NSAIDs 
should be prescribed with care and over the counter sale 
of these drugs restricted as their use is associated with 
an increased risk of perforation. In emergency setting 
simple closure of the perforation is a good treatment 
option. 
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Abstract 

Hepatitis B is one of the transfusion transmissible infections. The prevalence of this infection vari« =. 
the different geographies. The aim of this study was to determine the trend of seroprevalence of henati^D 
in Jammu The study was conducted at the blood bank of a tertiary care hospital serving predominant „ h 
people of Jammu region. A prospective analysis of blood donors over a period of one year « 7 

assess the seroprevalence and the trend of hepatitis B infection. Bioelisa HBsAg colour which k , 5 
generation ELISA kit was used to detect the hepatitis B surface antigen in the donors as a marl® r 
infection. A total of 2352 blood donors were studied. 12 (0.51%) were positive, which comes under the »i f 
prevalence (< 2%) zone" per World Health Organization (WHO) guidelines. Male blood donors and d J„ 

from low socioeconomic groups showed higher seropositivity compared to female donors and TZ? 
socioeconomic groups. u n| 9ner 


Introduction 

Hepatitis B is a major public health problem in the 
world today representing a significant cause of 
morbidity and mortality, especially in developing 
countries. Approximately 30% of the world's 
population or about 2 billion persons have serological 
evidence of either currenl or past infection with 
hepatitis B virus'. Their transmission occurs, mainly, 
through direct contact with blood, intravenous 
injections, transfusion of blood and/or 
hemocomponents. and sexual relations. As per World 
Health Organization (WHO) guidelines, countries 
have been classified on the basis of endemicity of 
hepatitis B virus (HBV) infection into high (8% or 
more), intermediate (2-7%) or low (less than 2%) 
incidence countries'. Chronic HBV infection is 
prevalent in Southeast Asia, China, and Africa, where 
over 10% of the population may be infected’. In 
Western Europe and North Amerfca, the hepatitis B 
affects less than 1% of the population, although more 
than I million people in the United States are 
chronically infected’. The prevalence of chronic HBV 
infection in India ranges from 2% to 10% as shown by 
different studies'. India therefore comes under the 
intermediate to high endemicity category. Hepatitis B 
is one of the major transfusion transmissible 
infections; hence it is mandatory to test all blood 
donors for HBsAg. Sero-surveys are one of the 
primary- methods to determine the prevalence of 
HBsAg. The assessment of the occurrence of 



infections in the blood donor population helps in 

Determining the safety of the blood products and also 

gives an idea of the epidemiology of these diseases in 

the community. The present study is also aimed at 

determining the seroprevalence of Hepatitis B in the 

heathy blood donors from a tertiary care hosnital in 
Jammu. * m 


Materials and Methods 

The study was conducted at the blood bank of a tertiarv 
care hospital serving the people of Jammu region In 
this prospective study we received 2352 healthy blood 
donors over a period of one year from June 2006 to 
September 2007. They were carefully selected for 
donation by trained personnel after a complete 
physical examination and satisfactorily answerino the 
donor’s questionnaire. The family members, friends or 
relatives of the patients were categorized as 
replacement donors. People who donate blood without 
expecting any favor in return or in voluntary blood 
donation camps were classified as voluntary blood 
donors. 2 ml blood sample was collected at the time of 
collection of blood from donor tubes of blood ban. 
Bioelisa HBsAg colour, which is a 3 ,d generatio^n 
ELISA kit was used for the screening of donor blood 
for Hepatitis B. All reactive samples were tested a«ain 
using the same ELISA kit. Samples showing repeat 
test reactivity on both methods were considered 
positive and were included for calculation of 
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seroprevalence. Chi-square test was used to calculate 
the significance of difference between the groups. 

Table 1: Distribution of HBsAg positive donors 

with respect to age. 


Age 

group ill 

yrs 

No. of 
donors 

HBsAg 

positive 

%age 

18-25 

814 

5 

0.62 

26-35 

1030 

5 

0.49 

36-45 

400 

1 

0.25 

>45 

108 

1 

0.93 

Total 

2352 

12 

0.51 


RESULTS 

Out of the total 2352 blood donors, 2298 (97.7%) were 
males and 54 (2.3%) were females with male to female 
ratio of 42.3:1. Most of the donors belonged to the age 
group of 18-35 yrs constituting 1844 (78.3%). Most of 
the blood donors were literate (93.4%) and from 
middle class (92%). By occupation, 44.51% were 
government employees, 31.63% businessmen, and 
15.47% were students. Maximum no. of donors 
belonged to blood group B (35.6%) followed by blood 
group 0(29.8%). Out of2352 donors, only 12 ofthem 
(0.51%) were HBs Ag positive. The majority of the 
seropositive donors were younger than 35 years (10 
donors were 35 years of age or less, and 2 donors 
above 35 years) but this was not statistically 
significant (p value of 0.95).[Table 1] All of the 
HBsAg positive donors were males, but statistically 
this was not significant (p=0.66). 7 out of 12 HBsAg 
positive donors were of low socioeconomic status. 
This difference was statistically significant with p 
value of <0.001.[Table 2] 

Table 2: Socioeconomic status in HBs Ag 
positive donors. 


Socio¬ 

economic 

status 

No. of 
donors 

HBsAg 

positive 

%age 

Middle 

2164 

5 

0.23 

Low 

188 

7 

3.72 

Total 

2352 

12 

0.51 


Discussion 

According to India's Drugs and Cosmetics Act, each 
blood unit has to be tested for hepatitis B virus 
infection 1 . The burden of hepatitis B infection, as 
studied by seroprevalence of HBsAg varies from place 
to place. In our study, among the 2352 blood donors 
screened, the seroprevalence of HBsAg was observed 
to be 0.51 %. According to the WHO classification, this 
region of Jammu qualifies as a low prevalence area 


tt -ri,„ n yoT\ The data providing a picture oF 

hepatitis B infection burden in Indh8 e™2 
uruAp seroprevalence studies (Table Z). 

comparison w£h the other parts of '"dta the pr-em 
study shows low seroprevalence of htpat t.s 
infection in Jammu region. Gupta et al and 
Zacharias et al’ from India has also shown such low 
seroprevalence of HBsAg in blood donors. All the 
seropositive donors were males. It is to be noted that 
the majority of our study population were males hence 
this predominance among males was s ( ‘ at, ^ t,ca ^ 
significant (p = 0.66). A significantly h, S her 
seroprevalence in males is also reported m other 
studies’” Rodenas e/ at and Patil AV et al reported 
the higher prevalence of HBsAg in donors older than 
38 years, whereas in the present study and in the study 
by Naila Kayani 1 * et al , the majority of seropositive 
donors were younger than 35 years. The lower 
prevalence may be a result of several factors. First, 
93.4% of blood donors in our study were literate. The 
awareness about the disease and modes of prevention 
may be one reason for the low prevalence in HBV 
infection. Secondly, the implementation of strict pre¬ 
donation counseling and donor selection criteria help 
in excluding the possibly infected donors. In our study, 
7 out of 12 HBsAg positive donors were of low 
socioeconomic status and 5 were from middle class. 
This predominance of seropositivity among low 
socioeconomic groups was statistically significant. 
Similar predominance among low socioeconomic 
groups was also seen by Nandi Jet al' . 

Table 3. Comparison of HBsAg prevalence rate in 

different parts of India 


Place 

Prevalence 

References 1 

New Delhi 

2.23%, 

2.76% 

6,7 

Kerala 

3.1 % 

8 

Madurai 

4% 

9 

Tamil nadu 
Voluntary 
Replacement 

1.37% 

2.96% 

10 

Dehradun 

0.99% 

1 1 

Kolkatta 

1.66 

12 

Kanpur 

2.25% 

13 

Bangalore 

1.86% 

14 


This may be due to poor hygienic status and lack of 
awareness about Hepatitis B infection and its spread in 
donors from low socioeconomic status. 

The seroprevalence of HBV infection in this region of 
India could have been better studied in the non pre¬ 
screened samples and with bigger sample size. There 
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arc chances of missing occull HBV infection, as some 
hepatitis B patients have absent HBs Ag (escape 
mutants), which are identified by doing Anti 
HBc.'" “These issues are the possible limitations of our 
studv. 
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Role of MRCP in the Evaluation of Suspected Biliary and Pancreatic Disease 


Andleeb Shadan, Malik GM, Kamili MMA, Umar K, Showkat H, Willayat A. Malik Suhail 


Abstract 

A prospective study was conducted by studying 50 consecutive patients of pancreaticobiliary 
disease presenting with jaundice, pruritis, pain abdomen, loss of appetite etc. to analyze the role of MRCP in 
the evaluation of such patients. After ruling out contraindications, MR cholangiopancreatograms were 
obtained on a 1.5 Tesla MRI scanner and besides routine sequence images were also obtained using HASTE 
and True FISP coronel breath holding sequence. Patients were also subjected to USG abdomen routinely, 
ERCP and surgery for selected patients and HPE for conformation of the diagnosis. It was found that MRCP 
was accurate in diagnosing pancreaticobiliary disease in 98% of the patients with one patient of 
periampullary CA being wrongly diagnosed as normal study. The sensitivity, specificity, positive predictive 
value and negative predictive value of the procedure were 99.77%, 100%, 100% and 83.33% respectively, 
was concluded that MRCP is a highly accurate, non-invasive imaging modality for diagnosing 

pancreaticobiliary disease. 


Introduction 

Accurate methods of detecting common bile duct and 
pancreatic disease in patients with obstructive jaundice 
are important to both surgeons and endoscopists for 
planning an effective interventional strategy; and 
therefore a need for less invasive, safe and highly 
sensitive diagnostic procedure'. 

Various invasive and non-invasive diagnostic 

tools and methods have been employed over Time to 
achieve this aim. 

. n-r N ° n ' mvasive techniques such as ultrasound 
and CT widely used in preliminary investigations of 
pancreaticobiliary disease, though easily available and 
less expensive, have limitations in term of sensitivity 
such as low sensitivity of ultrasound for detecting 
common duct calculi, which means that the diagnosis 
of several common conditions including tumors 

(benign and malignant), calculi, sclerosing cholangitis 

and chronic pancreatitis may require invasive 
procedures . 

Invasive procedures like ERCP, though considered the 
5 ? d standard for the diagnosis of pancreaticobiliary 
disease, requires highly skilled team of supports 
personnel, for cannulation of pancreatic and common 
bile duct, as also the use of sedation and ionizing 
radiation . Moreover complication rates, during and 
post procedure; in terms of sepsis, haemorrhage, 
pancreatitis and bile leakage etc. are seen, in upto 7% 
of patients, in highly skilled hands 4 *. Complication 
rates in upto 13% when difficult cannulation is 

requ > ired^ red ^ PreCUt ’ pa P ilotom y is 
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ERCP may be technically difficult and even 
impossible where anatomical variants are encountered 
or where anatomy is distorted due to previous surgical 
procedure'’. Though highly accurate in detecting and 
evaluating pre-obstructive ductal system, it falls to 
visualize the parts of biliary and pancreatic ducts, 
upstream of an obstruction making it difficult to 
exclude synchronous lesions and to plan appropriate 
therapeutic interventions’. 

Procedures like endoscopic USG provides 
quality images of pancreas and biliary tree but is highly 

operator dependent and is not widely available. 

MRCP has emerged as a potent non-invasive 
alternative approach to evaluate the pancreatico¬ 
biliary system. The lack of need for sedation, i.v. 
contrast and radiation exposure and the advantage of it 
being non-invasive, able to delineate lesions"at all 
levels in addition to being highly sensitive has made 
MRCPan important alternative to ERCP\ 

Material & Methods 

This prospective study was carried out in the 
Department of Medicine SMHS Hospital a tertiary 
care hospital in collaboration with the department of 
Radiodiagnosis and Imaging. Around 50 patients with 
pancreaticobiliary diseases, admitted in the hospital 
were enrolled in the study. Patients were counseled 
regarding the procedure and after ruling out 
contraindications the MR cholangio-pancreato'»rams 
were obtained on 1.5 Tesla MRI scanner (Magnetom 
Symphony). 

The cholangiopancreatogram was obtained 
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in supine position, using a phased array body coil with 
ECG gating. 

Besides routine sequences for liver and 
pancreas MRCP images were obtained using HASTE 
(half fourier acquisition single shot turbo spin ECHO) 
coronal (thin and thick slabs) and True FISP (free 
induction steady state precision), coronal breath 
holding sequences. 

The images were reconstructed using 3 D-MIP 
(maximum intensity projection) algorithm. Turbo SE 


Table I: - Final Diagnosis of obstruction Jaundice (n=50) 


S. No. 

Diagnosis 

No. of Patients 

Percentage 

1 

Choledocholithiasis with Cholelithiasis 

10 

20 

2. 

Oriental Cholangiohepatitis 

10 

20 

3. 

Biliary Ascariasis 

4 

8 

4. 

Benign CBD stricture 

2 

4 

5. 

Iatrogenic CBD injury with 
hepatojejunal 
anastomotic stricture 

1 

2 

6. 

PSC 

1 

2 

7. 

Mucocele GB with stone GB neck with 
CBD compression 

1 

2 

8. 

CA Gall Bladder 

2 

4 

9. 

Cholangiocarcinoma 

2 

4 

10. 

Hydatid disease liver 

1 

2 

11 . 

Chronic Pancreatitis 

5 

10 

12. 

Periampullary CA 

2 

4 

13. 

CA head of pancreas 

4 

8 

14. 

Benign Jaundice 

5 

10 


TOTAL 

50 

100 


Table - 2> MRCP Diagnosis of Patients of 
Obstructive Jaundice (n=SO) 


S. No. 

MRCP Diagnosis 

No. of 

Patients 

% age 

Confirmed on 

1 

Choledocholithiasis 

10 

20 

Surgery /ERCP 

2. 

Oriental Cholangiohepatitis 

10 

20 

ERCP 

3.' 

CA GB with CBD infiltration 

1 

2 

Surgery/HPE 

4. 

CA GB \\ ilh portahepdic infiltration, 
metastasis and CBD compression 

1 

2 

Surgery & HPE 

5. 

(iB mucocele with GB neck stone 
with CBD compression 

1 

2 

Surgery 

6. 

Biliary Ascariasis 

4 

8 

Deworming. ERCP with 

Worm extraction 

7. 

Primary sclerosing cholangitis 

1 

2 

HPE 

8. 

Cholangio carcinoma 

2 

4 

ERCP/Surgery 

9. 

CA head of pancreas 

4 

8 

Surgery / CT 

10. 

Periampullary CA 

1 

2 

Two cases diagnosed on 

ERCP MRCP diagnosed 1 
case wrongly as Benign 

II. 

Chronic Pancreatitis 

5 

10 

ERCP / Follow up 

12. 

Calcified Hydatid cyst of liver 

1 

2 

Surgery 

13. 

Anastomotic stricture 

1 

2% 

Surgery 

14. 

Benign CBD stricture 

2 

4 

Surge ry 

15 

Normal study 

6 

12 

ERCP 


TOTAL 

50 

100 



Table showing the final diagnosis of patients of 
Pancreaticobiliary disease(n=50) confirmed on surgery 
ERCP and Histopathology as a percentage of total. 


(Spin Echo) thick and thin slabs and T, 2D Flash (fast 
bow angle shot) axial sequences will also be obtained. 

The images were recorded as hard copy and 
on CD. All MRCP images were reviewed by radiologist 
blinded to the results of other imaging modalities. In 
addition patients were subjected to routine lab 
investigations besides USG, CE CT. 

Patients were followed up with either ERCP/ 
Surgery / HPE or put on regular follow up. 
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T. ble - 3 :-Scniitivity and Specificity of MRCP wi.h Positive & Nc C a. 


Predictive Value (n-Stl) 


Disease 

PB disease of all 
cause 


Cholcdocholialhi 
asLs 
OCH 

Biliary ascariasis 
Hydatid disease 


Chronic 

pancreatitis 


Malignant 

disease 


Strictures 
(Ben ign) 


Benign Jaundice 


PSC 


True 

+vc 

44 


10 



Tru 

c 

-VC 


45 


40 


47 


44 


49 


Fals 

c 

+VC 


Fals 

c 

-vc 


0 


0 


Missed I 

Periampullar 

vCA 

1 


0 


0 


Scnsiti'i 

ty 


100 % 

100% 

100 % 

100 % 


9W' 


0 


0 


0 


Spccificit 

> 


100% 

100% 

100% 

100% 


100% 



100% 


100% 


100% 


+ VC 

Prcd 

value 


100% 


100 % 

100 % 

1()C% 

100% 


100 % 


-ve Prcd 
value 


83.33% 


100 % 

100% 

100% 

100% 


97.5% 


100 % 


97.77 


O' 

/o 


100% 


100 % 


83.33 


°/c 


O 


100 °' 


100% 


100% 


100% 


Table showing the MRCP diagnosis of patients of Pancrcaticobiliary disease (n-50). The diagnosis were later confirmed 
at surgery. ERCP and Histopathology. Out of total 50 (100%) MRCP diagnosis was correct in 98%. One patients (2%) of 

periampullary carcinoma was wrongly diagnosed as normal study. 

The overall sensitivity and specificity of MRCP in diagnosing pancreaticobiliary disease were 97.77% and 100% 
respectively with a positive predictive value of 100% and a negative predictive value of 83.33%. MRCP has 
limitations in diagnosing periampulary lesions. Out of 2 confirmed cases of periampullary CA MRCP wrong!) 
diagnosed 1 case as benign jaundice. 


Tabic - 4 Comparison of overall Sensitivity, Specificity, 
Positive & Ncgathc Predictise Value of Transabdominal 
USG. MRCP, ERCP&CT in diagnosing Pancreaticobiliary disease 


Procedure 

No. of 
Cases 

Sensitivity 

Specificity 

Positi ve 
Predictive 

Value 

Negati ve 
Predictive 

Value 

Transabdominal 

USG 

50 

61.63% 

83.33% 

96.42% 

93% 

MRCP 

50 

97.77% 

100% 

100% 

83.33% 

ERCP 

29 

100% 

75% 

96.15% 

100% 

CT 

6 

100% 

100% 

100% 

100% 


1 he overall Sensitivity and Specificity of MRCP has been found to be equal to ERCP and in certain diseases like 
Primary Sclerosing Cholangitis, better than ERCP. ERCP has limitations in diagnosing lesions proximal to strictures / impacted 
stones as well as disease processes out side the biliary' and pancreatic tree. 


Table - 5:- Comparison of Sensitivity and Specificity of MRCP vs ERC Pin diagnosing Pancreaticobiliary Disease 


S.No. 

Diagnosis 

MRCP 

ERCP 

Scnsitmty 

Specificity 

Sensithity 

Specificity 

1. 

Choledocolithiasis 

100% 

100% 

100% 

100% 

2 

OCH 

100% 

100% 

100% 

100% 

3 

Biliary Ascariasis 

100% 

100% 

100% 

100% 

4. 

Chronic Pancreatitis 

100% 

100% 

100% 

100% 

5 

Cholangio-Carc inoim 

100% 

100% 

100% 

100% 

6 

Primary Sclerosing 
Cholangitis 

100% 

100% 

0% 

100% 

7 

Pcnaiipullary CA 

50% 

100% 

100% 

100% 

8. 

Benign Stricture 

100% 

100% 

100% 

96.15% 

9 

Noriral Study 

100% 

97 77% 

100% 

100% 


The sensitivity and specificity of 
MRCP and ERCP are comparable 
in all cases of pancreaticobiliary 
diseases. MRCP has some 
limitations in diagnosing 
periampullary' lesions compared 
to ERCP with a sensitivity of 50%, 
specificity of 100%. ERCP has 
limitations in diagnosing lesions 
proximal to strictures and 
impacted stones. 
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MR(T showing double duct sign with dilated MPI) 


( A I lead ()l Pancreas 


and C BD w ith sudden cut of lower end of( 'BI) 



Choledocolithiasis 


Discussion 

Diagnostic accuracv of MRC'P is considered 
to be ei|in\ alent to that of I RC P for a broad spectrum of 
benign. malignant & hiliarv-ductal diseases Duet 
caliber, developmental anamolies. stricture, dilatation, 
filling defects (calculi) and extra- ductal collection of 
fluids (cysts diverticulas and fistulas) can be directlv 
visualized by MRC'P It has been shown to be useful 
lor evaluating patients who had undergone 
unsuccessful ERCP regardless of the reason of failure 
and to be helpful in guiding patient care. The sensitiv lty 
of MRC P for detecting choledocholithiasis has been 
reported to be between 71 and 100% ' and superior 

to that of ultrasonography (20-65%) and computed 
tomographv (45-85%) 


MRC'P relies heavily on T weighted 

- • w 

sequences The stationary fluid in the pancreatic and 
biliary ducts serves as an intrinsic contrast medium. 
The technique does not require any intravenous or oral 
contrast or IV sedation. Newer techniques, as. rapid 
acquisition with relaxation enhancement (RARE) 
sequences and half fourier acquisition single shot 
turbo-spin echo (HASTE) sequences, allow greatly 
improved image quality, in addition to shortening 
image acquisition time and reducing image artifacts 

In the present study 50 patients of 
pancrcaticobiliarv disease underwent MRCP w ith the 
final diagnosis being arrived at by ERCP surgery and 
Instopathology (Table-1). The diagnosis arrived at by 
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MRCP was found to be highly consistent with the final 
diagnosis with an overall sensitivity and specificity of 
0777 % and 100% respectively with a positive and 
negative predictive value of 100% and 83.33%. Out of 
the 50 patients MRCP missed out only 1 case of 
periampullary carcinoma wrongly diagnosing it as 
benign jaundice, otherwise it was found to be highly 
accurate for diagnosing benign as well as malignant 
diseases of the pancreaticobiliary tree. It could 
accurately localize and define stones and strictures at all 
levels of the pancreaticobiliary tree. The findings were 
consistent with those of Thomas H. Magnouson et al. 
(1999)”, Vishali MD et al. (2004)“, Christoph D. Becker 
et al. (1997) IV and Ann Fulcher et al. (1998)'°. Twenty 
Nine (29) patients were subjected to ERCP, ERCP 
misdiagnosed one patient of primary sclerosing 
cholangitis (PSC) as benign common hepatic duct 
stricture (CHD). ERCP is limited by being invasive, 
requirement for highly skilled personnel, i.v. contrast, 
sedation and particularly for its inability to go beyond a 
Stricture which was the reason in the case wrongly 
diagnosed as common hepatic duct stricture. Other than 
these the sensitivity and specificity of ERCP for 
diagnosing pancreaticobiliary disease was 100% (Table 
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Role of IFT in Rehabilitation of Neurogenic Bladder in 
Spinal Cord Injuries 


original artiri o 

with Traumatic 


Ali Mohamad Buhroo, Sayed Arshad Hussain 


Abstract 

9 din l?l reseanJi.i" rebahiNtetlon of traumatic spinal cord injury can be a monumental task. 
The main aim of this paper is to study the effect of IFT and specific exercises in rehabilitation of 
urinary incontinence in patients with traumatic spinal cord injury. Twenty male subjects with spinal cord 
injury at the level of lumbosacral and lumbo dorsal region between the age group 15-30 years were 
taken up for study. All these patients presented with bladder incontinence with indwelling catheter. The 
patients included both operated patients and those treated by conservative management IFT in 
combination with specific exercises and clamping catheter at regular intervals was given to these 
patients for a period of one to two months. The catheter was removed and the patients were checked 
tor incontinence. Pre and post voiding ultrasound was done. Residual urine of 80-100 ml was 

fh nS M e I! d acceptable ' From the results jt was observed that seven patients gained complete control of 
the bladder 3 patients needed catheterization and rest of the patients managed to void with manual 
stimulation techniques at specific intervals during the day. 


Introduction 

Traumatic spinal cord injuries are common and 
frequently difficult to manage. These are identified as 
low incidence, high cost disabilities requiring 
tremendous changes in patient's life-style. Prevalence 
varies between 10,000 to 11000 cases annually. When a 
person sustains spinal cord injury, the most obvious 
functional limitation encountered is loss of ambulation 
and loss of bladder and bowel control. 

Bowel and bladder incontinence are especially 
distressing because they are rarely impossible to conceal 
and may result in severe blow to feeling of self control 
and attractiveness. 

On comprehensive review of the studies we 
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could put our hand on. We visualized that most of the 
studies concentrated on teaching compensatory 
strategies by prescription of appropriate assistive 
devices to compensate for motor deficits. However, 
retraining the spinal motor output has not been 
extensively studied. There are few controlled studies 
that compare outcome of BWS training or FES with 
those of conventional interventions but these studies do 
not address the overall rehabilitation of the SCI patient. 
Objectives 

To study the effect of I.F.T and specific exercises in 
rehabilitation of urinary incontinence in patients 
with traumatic S.C.I. 

Settings 

P.M.R centre in multidisciplinary hospital. 


No of pt 
7 
6 
2 
4 

1 


Mode of injury 

Level of 
injury 

Management 

Ncuro deficit 

F.A.I 

L3L4 

L3-L4 

laminectomy 

Bi/bo incontinence 
G-o power both LL 

RTA 

LI 

Llcarpectomy 
iliac crest graft 

Bl/bo incontinence 
G-o power both LL 

RTA 

L4 

Conservative 

Bl/bo incontinence 
Gl-2 power both LL 

Fall from tree 

D12 

Carpectomy, 
mesh bone graft, 
RC plating 

Bl/bo incontinence 
G-o power both LL. 

Hit by log of 

D12 

D12carpectomy 

Bl/bo incontinence 

wood 


iliac crest graft 

G-III power both LL 


Key Words:- Rehabilitation, IFT, bladder, neurogenic 
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Intervention 

These patients were admitted in the Department of 
neuro surgery and treated for the spinal injury. After 
receiving pre and post operative physiotherapy 
extensive protocol was followed for rehabilitation of 
these patients, which lasted for six months to one year. 
Patients treated conservatively were also included in the 

study. 

I.F.T with Freq of 4000Hz and Freq modulation 
between 50Hz to 100 Hz was used to treat bladder 
incontinence. 

Two hourly clamping of catheter was done after 
which the clamp was removed and the patient was 
allowed to urinate. Specific exercises were given to 
strengthen the lower abdomen and bladder muscles. 


"fullness of his bladder. After receiving the comments 
about fullness of bladder the catheter was removed. 

‘ b Pre and post voiding U.S was done Residual urine of 
80-100 ml was considered acceptable. It residual urine 
of mortMhan 100 ml was found on U.S P.was aga.n 
cathetcrizcd and the protocol of exercise and I.F.T was 

given. 

I FT and exercises helped to improve bladder 
function in our subjects. 7 patients gained complete 
control of their bladder. 3 pts needed catheterization 
while rest of the patients could void with manual 
stimulation. These results were dependent on level and 
extent of spinal cord trauma. 


JVligH IC * ■ lilw IV*’ VI UVUV'IIIVII UIIVI I'lUUUVI IVU. 

During clamping patient was asked if he feels the 

Table II:- Showing Final outcome. 

Total No of pts No. of Pts who gain No. of Pts who needed No. of pts who needed 

complete control intermittent manual stimulation to void 

catheterization _ 

10 


manual stimulation to void 



Patient receiving interferential current therapy (1FT) 


Discussion 

It is possible to measure the improvement or outcome 
in patients after receiving I.F.T and exercises for bladder 
rehabilitation but interpretation of results must be 
tempered acknowledging the diversity which existed in 
level and extent of lesion in our patients. 

The results of the study showed that I.F.T and 
excercises helped to improve the bladder function in 
some patients. This finding is not surprising; healthy 
subjects are known to have global changes in bowel 
activity with noxious cutaneous stimuli. Fredric Frost 
and colleagues (1993) in their study on E.S of sacral 
dermatomes in SCI found that ES can result in change in 
the bowel activity of recto sigmoid colon. Medical 
students are taught to auscultate the abdomen before 
palpating because palpation is known to alter bowel 
sounds Limitation 


One of the limitations of our study is that w e could 

not infer our results to the intervention given because 

control group is necessary to ensure that the observed 

changes are due to intervention and not due to natural 

course of recover/. 

✓ 

Conclusion 

The study supports previous conclusions that 
physiotherapeutic procedures have tremendous 
potential for achieving improvement in functional 
outcome in individuals with SCI. Most individuals w ith 
SCI in our system are discharged long before recov ery 
of bow el and bladder has occurred and most of them do 
not have access to these services beyond their acute stay 
Since the rehabilitation spans over a period of 6-12 
months these patients should be referred to 
rehabilitation specialists to achieve the maximum 
outcome within this time. 
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sS^iid Restorative Total Proctocolectomy and Ileal Pouc 
SKIMS Experience. 

Nisar Ahme d Chowdri, Mohammad Vounis Bha,. Faza,Q Parra, K.AIam Wani. SheiKh Zahoor Ahmad . Zahoor 
Ahmad 


Abstract a n ac tnmn<;is (IPAA) has become the procedure 

Restorative proctocolectomy (RPC) with ileal pouch anal ani ° s ( ^ atous Po , yp osis 

of choice for patients of chronic ulcerative coht.s (CUC) and Famiha g W(th remova , 0 f whole 

(FAP).Advances in surgical technique has made sphincter P r ese JL arab | e surgical results except 
of diseased mucosa. Using this technique for 10 patients we ^ ^ 

for higher incidence of urinary dysfunction .One patient of toxic^ colit proce dure should 

.Overall quality of life was found to be good to excellent in 8 out of 9 patients . i ne pru 

be offered to all those in whom surgery is indicated. 


Introduction: 

The last 30 years has seen several advances in the 
surgical treatment of UC and FAP .Many operations 
were devised either to improve the management of a 
permanent ileostomy or to avoid an ileostomy 
altogether.RPC in which all large bowel mucosa is 
removed and an ileoanal anastomosis performed 
achieved the goals of extirpation of disease and 
avoidance of an ileoanal anastomosis but the 
functional results of this operation in terms of 
frequency and urgency of defecation were often 
unsatisfactory 1 .This was due to lack of capacity- in the 
ileum coupled with its peristaltic drive.In 1980. Parks 
et al and Utsunomiya et al 4 demonstrated 
independently that an ileal reservoir could be 
constructed and anastomosed to the anus through a 
mucosally denuded rectal cuff of varying lengths. TJiis 
procedure; 1PAA theoretically eradicates the disease 
.Stool frequency, although variable, is acceptably low 
in most cases and a permanent ileostomy is 
avoided.IPAA has become the surgical procedure of 
choice for most patients with CUC and FAP.With the 
recent technical advances and availability of staplers 
low resection can be done with preservation of 
sphincters. 

In this study we present our experience with 
the procedure using stapling technique for the first time 
in the valley. 

* 

Method 

Study includes patients of UC and FAP operated from 
May 2006 to date in the department of general surgery 
of Sheri Kashmir Institute of medical sciences 
(SKIMS), Srinagar.After detailed history and 
examination patients were investigated and prepared 
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for surgery. Preparation included correction of anemia, 
hypoproteinemia and any fluid and electrolyte 
imbalance. It was ensured that patients are olf steroids 
or immunosuppressant for at least two months before 
taking for elective surgery. The abdomen was opened 
with lower midline incision. Total proctocolectomy 
was done by conventional method using staplers tor 
division of bowel, with distal resection line within 2 
ems of dentate line .The J-ileal pouch was constructed 
by using two firings of 75mm linear cutter (Johnson & 
Johnson Pvt Ltd IndiaJ.Thorough mobilization ot 
ileum with division of mesentery or vessels was done to 
ensure a tension free anastomosis .The IPAA was 
performed by using circular stapling device (Johnson 
&Johnson pvt ltd.India).* All the patients had diverting 
ileostomy before closingthe abdomen with a tube drain 
placed in pelvis. All the patients were catheterized 
before surgery which was removed on 5" 7'' 
postoperative day .Orals were started from 2 
postoperative day with the functioning ot 
ileostomy.Ileostomy was closed 3 months after 
surgery-. Postoperatively patients were followed^ 
regular intervals for surgical results and any 
complications .The overall results were recorded and 
finally analyzed. 


Observations 

Total of 10 patients underwent RPC with IPAA over a 
period of 18 months. Six patients had FAP and four 
were operated for UC. Mean age in the FAP group w as 
19.5 years \ybile it was 35.1 years in patients with UC. 
The duration'of disease at time of operation was 5.9 
years and 12.5 years in FAP and UC respectively. Male, 
female ratio was 4:1. The indications for surgery- in 


Key words: Ileal pouch, procedure, results, skims experience. 
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.In UC group the indication of surgery was failed 
medical treatment in 3 patients. One patient of toxic 
colitis was operated for failure to respond to intensive 
chemotherapy and had to be operated in emergency 


these patients are shown in Table I .Only one patient 
with toxic colitis who did not respond to intensive 
chemotherapy needed surgery on emergent basis. Rest 
all patients were operated electively. One female 
patient of FAP aged 25 years had already developed 
carcinoma. Two patients with FAP had a family history 
of the disease. The extent of the disease is shown in 
Table 2.Various complications seen in our patients are 
tabulated in Table 3.Bladder dysfunction in the form of 
retention was seen in 4 patients of FAPand two patients 
of UC. One patient of FAP developed pelvic sepsis but 
responded to conservative treatment. Three months 
following closure of ileostomy he developed perianal 
abscess which was drained and underlying necrotic 
tissue debrided following which faecal fistula 
developed and patient became incontinent.However 
fistula and wound healed after intubation of pouch for 5 
weeks.Same patient was admitted twice for sub acute 
intestinal obstruction after closure of ileostomy but 
responded to conservative treatment. No other patient 
needed surgical intervention for complications. The 
functional results of surgery could be assessed only in 9 
patients out of which 8 patients have excellent quality 
of life (Table 4).One patient of toxic colitis died on 2 nd 
postoperative day due to hyperkalemia following acute 
renal failure. 

Discussion 

TPC with IPAA can offer patients with UC and FAP 
complete eradication of disease and return to 
acceptable life style. Many operations were devised 
either to improve the management of permanent 
ileostomy or to avoid an ileostomy altogether 
.Colectomy and ileorectal anastomosis was one of the 
first in which an adequate appraisal of both short and 
long term results was made. It was however a 
compromise operation in which to avoid stoma but 
leave some of the disease behind. 

TPC with IPAA preserves the fecal continence and 
freedom from permanent stoma .Functional results of 
this procedure are good with good patient satisfaction 
.The procedure eliminates cancers or risk of cancers in 
FAPand is curative treatment for FAPand UC. With the 
various surgical options available TPC with IPAA is 
the procedure of choice for FAP and UC. 14 

Modifications of this procedure have occurred since its 
original .Pouch configuration with either two (J), 
three(S), or four(W) loops of small intestine has been 
performed .The J pouch has become the most 
commonly used configuration ’.The rationale of the 
procedure is excision of diseased bowel with voluntary 
transanal defaecation having reasonable continence. 
There is less damage to bladder and genitalia 
innervations. The nature of the disease must be fully 
documented .Patients with significant co morbidity 
and low rectal cancers and those operated for 
emergency are contraindications for this procedure. 

All except one patient of FAP(who already had cancer) 
in our series were operated for prevention of cancer 
.three of them had family history of colorectal cancer 


It has been suggested that evacuation frequenev 
decreases within the first 6 months after surgerv 
■Becker and Reymond’ reported this improvement 
continuing for at least 12 months. They reported a 
mean daily stool frequency which decreased from 7.5 
at one month to 5.4 at one year postoperatively.Schoetz 
and colleagues 'reported seven daily evacuations 
during first three months and 5.1 subsequent to that 
time. Nicholls 'believes that the frequency 0 f 
evacuation is inversely related to the capacity of ileal 
reservoir .He found that with J pouch it was 5.5 per 24 
hours .In Our study the mean number of bowel 
movements per 24 hours for patients with FAP and UC 
was three and four respectively at follow up of 6 
months to one year .Nicholls and Lubowski found 
that 92% of their patients were continent. The 
functional results in terms of continence in our series 
are comparable to those reported in various studies 

Avoiding a defunctioning ileostomy has obvious 
attraction in decreasing the number of operative 
procedures and hospital stay. Loop ileostomies are 
difficult to manage and may result in repeated 
admissions because of ileostomy diarrhea, skin 
excoriation or obstructive episodes .Stoma related 
complication have been reported in 5-25% of patients 6 
.Three of our patients needed admission for 
rehydration .We used 26F, 3 way silicon tube for tube 
ileostomy (novel method) as an alternative to 
conventional defunctioning loop ileostomy in 4 of our 
patients. Tube can be removed within three weeks, 
therefore morbidity related to conventional ileostomy 
is reduced and it saves patient from second operation. 
We advocate temporary fecal diversion following 
IPAA as anastomotic leaks and pelvic sepsis are most 
important causes of pouch failure 111415 

In comparison to other studies urinary dysTbnction was 
observed in more patients (60%) in our series 
.However all patients recovered following 
catheterization for 4-6 weeks and none required 
permanent catheterization. The higher incidence ofthis 
complication could be attributed to cautery damage 
and ultra low dissection in most of our patients. 
However only one of our patients reported sexual 
dysfunction. The preservation of normal sexual 
function is of the utmost importance in treating such a 
young group of patients .Dozois 16 reports a 9% 
incidence of retrograde ejaculation owing to damage to 
hypogastric nerves. Nicholls and Lubowski "who 
make a point of keeping the plane of dissection close to 
rectum; have had no cases of retrograde ejaculation. 
Ewett WG 12 has had no case of retrograde ejaculation. 

Pelvic sepsis is an important cause of pouch failure and 
has been reported in 3-6% l " 3l,|g . Pelvic sepsis 
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occurred in one patient in each group in our series .Both 
responded to conservative treatment. 

We had only one patient of pouchitis at followup of 18 
months .The reported incidence in the literature varies 
from 15-44% and increases with increase in duration 

after surgery.” 


profile with low counts. The mortality following RPC 

with 1PAA has now been reduced to less th - 

Overall duality of life was found to be good to excellent 
f„ 8 ou of 9 p^ents in our series. The same results are 

reported in the literature """.Most of these patients are 

caticfierl with the Drocedure. 


Intestinal obstruction is one of the commonest 
complication reported after RPC with IPAA .It 
occurred in one patient of FAP .The patient was 
admitted twice for sub acute intestinal obstruction after 
closure of ileostomy but responded to conservative 
treatment. Small gut obstruction was reported in 9.1% 

ofpatients 14 . 

One of our patients of toxic colitis died on second 
postoperative day due to hyperkalemia following acute 
renal failure. He already had deranged metabolic 


Conclusions 

Since the number ofpatients in our series being small it 
in not justified to commit on our results. However most 
of our results are comparable to other studies. 
Restorative proctocolectomy has become the 
procedure of choice for patients of UC and FAP .In spite 
of high morbidity (13-58%) the overall consensus at 
present is that the procedure offers the best quality of 
life when compared to other alternatives. 


TABLE 1:- INDICATIONS FORSURGERY 


Indications 

FAP(n=6) 

UC 

(n=4) 

Failed medical 
treatment 

0 

3 (75%) 

Toxic colitis 

0 

1 (25%) 

Cancer 

1(16.7%) 

0 

Cancer prevention 

5(83.3%) 

0 


TABLE2 EXTENT OF DISEASE 


Variables 

FAP (n=6) 

UC(n=4) 

Whole caecum, colon & 
rectum 

4(66.6%) 

3 (75%) 

Colon & rectu m 

0 

1 (25%) 

Distal colon & rectum 

-2(33.3%) 

0 


TABLE3:- COMPLICATIONS 


Variables 

FAP 

(n=6) 

UC 

(n=4) 

Anastomotic 

leak 

1 

(16.6%) 

1 (25%) 

Pelvic sepsis 

1 

(16.6%) 

1 (25%) 

Perianal fistula 

1 

(16.6.%) 

0 

Pouchitis 

0 

UkMmi 

Bladder 

dysfunction 

4 1 

(66.6%) 

2(50%) 

Peritonit is 

0 

1 (25%) 

Intestinal 

obstruction 

1 

(16.6%) 

0 

Ileostomy 

diarrhoea 

(Admission) 

2 

(33.32%) 

1 (25%) 

Acute renal 
failure 

0 

1 (25%) 


TABLE4:- FUNCTIONAL RESULTS 


Variables 

FAP(n=6) 

UC(n=3) 

Bowel movement / 24 hr (median range) 

3(2-6) 

4(3-6) 

Continence 



Day 

5(83.3%) 

2(66.6%) 

Night 

4(66.6%) 

2(66.6%) 

Bladder dysfunction 

4(66.6%) 

2(66.6%) 

Sexual function (normal) 

5 (83.3%) 

3 (10p%) 

Quality' of life 



Excellent 

4 (66.6%) 

2(66.6%) 

Good 

1 (16.6%) 

I (33.3%) 

Poor 

1 (16.6%) 

0 
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diagnosed in needle biopsies. They showed small 
malignant epithelial cells with scanty cytoplasm and 
hyperchromatic nuclei. In some cases differentiated 
glandular pattern was evident. Perineural invasion was 
also seen. The patients were mainly in 8"' decade of life 
(mean 76.2 years). One case of leiomyosarcoma with 
its origin from the prostatic smooth muscles was 
detected from TUR chips. Histologically, it constituted 
of malignant stromal cells, lying in interlacing bundles, 
darkly stained large cigar-shaped nuclei, numerous 
atypical mitotic figures, areas of hemorrhages and 
necrosis. 

Of the nine cases of PIN, six showed a 
statistically significant association with carcinoma 
prostate. None of the variants of BPH had any 
significant association with carcinoma. 

11 cases of prostatitis include 10 non-specific (Figure 
4) and one granulomatous prostatitis. 

Discussion 

Prostatism is a common malady in geriatric age group. 
Benign hyperplasia and carcinoma of the prostate are 
increasingly frequent with advancing age. In the 
present study of 100 prostatic specimens, the 
predominant lesion was BPH (87%). Dhawan et al 
(2000)\ Karkuzhali et al (2004)’ and Jehoram et al 
(2005)' in their studies, also observed similar findings 
of 86%, 83% and 93% respectively. 

The finding of 10% cases of carcinoma 
prostate in the current study is comparable to the 


studies of Dhawan et al (2000)\ Karkuzhali et al 
(2004)’ and Jehoram et al (2005/'. The slight 
fluctuation is attributable to variable sample size and 
life expectancy of the population under study. 

46.65% specimens of needle biopsy showed 
carcinoma prostate, an observation similar to 42% 
reported by Karkuzhali et al (2004/. This was well 
understood by the fact that needle biopsy was done on 
peripheral zone, which is the most common site of 
carcinoma. 

Among the variants of BPH, fibroglandular 
hyperplasia was the most common type (80.4%); this 
was comparable to observations of Karkuzhali et al 
(2004/, who observed 75% cases. 

A statistically significant (p < 0.001) association of PIN 
with carcinoma prostate was found in 6 cases (60%). 
This closely correlates with recorded association of 
PIN with carcinoma by Rekhi et al (2004/ and Jehoram 
etal (2005/. 

Single case of atypical adenomatous hyperplasia 
(AAH) reported, showed association with carcinoma 
prostate. Similar association was reported by Rekhi B 
et al (2004/. In both the studies the association was 
statistically not significant (p > 0.05). This association 
of atypical adenomatous hyperplasia with prostatic 
carcinoma could probably be an epiphenomenon. 
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A Randomized Double Blind Comparison Between the use of Sodium 
Thiopentone / Propofol Admixture & Propofol alone for LMA Insertion 

ZahoorAShah, Shahina Parveen, Mohamad Ommid, Velayat Buchh, A.Q.Dar, Shugufta Qazi 



A study to assess and compare the effectiveness of admixture of thiopentone and propofol versus P P 
alone for Laryngeal Mask Airway insertion was undertaken. An admixture of thiopentone & propo 
evaluated against propofol for LMA insertion .sixty patients of either sex ASA1& ASA2 / 18-65yr unaerg g 
different surgeries, premedicated with 0.25 mg/kg of midazolam orally were assigned randomly to recieve 
either propofol for 1% or an admixture of STP & propofol (1.25% 8c 0.5% respectively),both at a dose 0 
0.25 ml kg .satisfactory conditions for insertion of LMA were achieved with admixture which was 
comparable to propofol. There was no statistical difference in the incidence or severity of gagging, 
coughing, inadequate jaw relaxation8c laryngospasm. The incidence of hypotention was lower in the 
admixture group (p=o.ooo).the duration of apnoea was not different between the admixture 8c propofol 
group (p=o.253).we conclude that STP/propofol admixture can be a suitable alternative to propofol for 
LMA insertion. 


JK-Practitioner 2011;16(l-2):33-35 


Introduction 

• LMA is a novel concept (brain A.J, 1983)' in 
upper airway management. The increasing emphasis on 
day care anaesthesia has led to greater use of LMA as an 
alternative to face mask and in some cases to tracheal 
intubation. 

Intravenous propofol with or without opiods 
has been the preferred induction agent for LMA 
insertion. It rapidly achieves the depth of anaesthesia 
& depression of airway reflexes allowing insertion of 
LMA with decreased incidence of side effects as 
coughing,gagging or laryngospasm. However, 
propofol is expensive, causes severe pain on injection 
when injected into small veins of hands has 
proconvulsant property,may produce prolonged 
myoclonus & has abuse potential and produces 
hypotention. Moreover propofol promotes groth of 
microorganisms especially E. coli and P. aeurogenosia. 

This study aims to investigate whether an 
admixture of STP & propofol can be a suitable 
alternative to propofol in relation to ease of insertion of 
LMA, hemodynamic instability and cost containment. 
Methods 

The prospective randomized hospital based 
double blind study was carried out in the department of 
anaesthesia & critical care in Sheri-Kashmir Institute of 
Medical Sciences Srinagar from August 2003-Jul 2005. 
Sixty patients of either sex with physical status ASA 1 
&ASA2 in the age group of 18-65years undergoing 


Different surgeries of l-2hrs duration.Patients with 
metabolic disorders,history of asthma & allergies, 
previous adverse experience with general anaesthesia, 
hepatic, respiratory, renal, cardiac disorders, with 
morbid obesity, risk of regurgitation (hiatus hernia, 
intestinal ileus), pregnancy. Patients unable to open 
mouth, pharyngeal pathology, airway obstruction at or 
below larynx were excluded from the study. All patients 
were premedicated with oral midazolam 0.25mg/kg. 
Standard monitoring (ECG, SPo2, N1BP) was applied 
and the parameters were recorded every minute for first 
five minutes. Patients were randomly allocated to 
receive either 0.25ml/kg of admixture (STP 1.25%, 
propofol 0.5%) or propofol l%0.25ml/kg with 10 ml of 
lignocaine. 

Admixture was prepared by drawing equal 
volumes of 1% of propofol and 2.5% Thiopentone into a 
syringe which was indistinguishable from propofol 
visually mixed to a final cone, of 5mg & 12.5mg/ml 
respectively. Patients were pre-medicated with 0. 5 
ml/kg body wt of morphine or 2-3pg/kg of 
buprenorphine .after 3 minutes of pre oxygenation 
patints were induced by propofol or admixture of STP & 
propofol given over 30 seconds through IV cannula. An 
appropriate sized LMA was inserted by an investigator 
blinded to drugs 60 seconds later. The additional 
requirement of induction agent was decided by the 
investigator inserting LMA as and when required. 

Adverse responses to airway manipulation 
were noted and these include inadequate jaw relaxation. 
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coughing, gagging & laryngospasm. These were graded 
as “mild” if the response was transient lasting < 
5seconds, “moderate” if the response lasted > 5 sec 
resolved spontaneously within 20sec & “severe” if the 
response was sustained beyond 20 sec or required 
further boluses of drugs. The incidence of apnoea and 
occurrence of hypotension were noted. After insersion 
of LMA, anaesthesia was maintained with 40% 02 + 


___ original article 

60% Nitrous oxide + 0.5 -1% halothane and either with 
80pg/kg body wt of pancuronium or 0.5mg of 
atracurium. 6 

Statistics 

The data was compiled & statistical analysis 
was done by Chi-square test & Students T-test as & 
where needed. 


Results 

There were thirty patients in propofol group (group 1) & thirty patients in the admixture group (group2). The groups 
were comparable with respect to gender. 


DEMOGRAPHIC DATA 



PROPOFO 

L GROUP 

STP/PROP 

OFOL 

Number 

30 

30 

Female 

24 

23 

Male 

6 

7 

ASA1 

16 

15 

ASA2 

14 

15 

Mean 

WT/kg (SD) 

56.83 

(7.37) 

58.50 

(5.73) 

Mean 

age/yr (SD) 

38.43 

(11.65) 

40.40 

(12.00) 


The incidence of coughing, gagging & laryngospasm were higher in admixture group but were comparable 

statistically (Table-2). None of the patients developed laryngospasm. 



Group 1 

Group2 

Statistical 


N=30(%) 

N=30(%) 

significance 

Coughing 

7(23.33) 

9(30.00) 

NS 

Gagging 

5(16.67) 

7(23.33) 

NS 

Laryngospasm 

0 

0 

0 


While comparing mean arterial BP in two groups, the difference at pre-induction & 1 minute post 
induction interval was insignificant, but at post induction interval of 2,3,4 & 5 minutes statistically a significant 
difference was observed between the two groups(p=0.000). Higher proportion of patients in the propofol group 
developed hypotension during the first five minutes after IV induction Table 3) 


MABP 

Preinduction 

Postinduction at 

Group I 

Mean ± S.D. 
107.20± 10.33 

Group II 

Mean ± S.D. 

110.93± 10.27 

t- value 

1.478 

p-value 

0.150 

1 minute 

102.82± 1 1.64 

107.90 ±9.36 

2.146 

0.040 

2 minute 

94.83 ±9.02 

102.70 ± 7.43 

4.31 1 

0.000 

3 minute 

88.73± 7.36 

97.77± 6.42 

6.479 

0.000 

4 minute 

84.87± 9.26 

94.1 3± 4.61 

5.745 

0.000 

5 minute 

82.17 ±9.64 

92.40 ±4.58 

6.254 

0.000 


In the propofol group 24 (80%) of the patients developed hypotension after induction while as in the add mixture 
of STP/Propofol only 15 (50%) of the patients developed hypotension, the difference was statistically of 
significant (P=0.02)Incidence of Apnoea was comparable between the two groups ( Table 4) 


Assessment 

Incidence of Apnoea 

propofol group 
7(23.33) 

STP/propofol group 
4(13.33) 

statistical significance 

NS 

Incidence of hypotension 

24(80%) 

15(50%) 

P=0.02 S 
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Discussion 

The LMA introduced in 1983' has 
revolutionized the management of patients who would 
previously have received anaesthesia by face mask 
enabling the anaesthetist to keep both handsfree. 

IV Propofol with or without opiods, has been 
the preffered induction agent for LMA insertion. It 
rapidly achieves an adequate depth of anaesthesia & 
depression of of airway reflexes allowing easier 
insertion of LMA with a reduced incidence of side 
effects such as coughing, gagging or laryngospasm. 
However, propofol is expensive &causes hypotension. 
More over the preparation promotes the growth of 

microorganisms. 

IV Thiopentone can also be used to facilitate 
LMA insertion. It is less costly, does not cause pain on 
injection & causes less hypotention when compared to 
propofol. STP as a sole agent for LMA insertion is 
however associated with a higher incidence of adverse 
responses like gagging, coughing & laryngospasm. 
These in addition to inadequate jaw relaxation render 
insertion impossible at times. Thus adjunct drugs are 
frequently added to facilitate smoother & successful 
insertion. 

Naguib and Sari-Kouzef J have demonstrated a 
synergistic interaction between propofol and 
thiopentone. The recovery characteristic of a 
combination of propofol and thiopentone were noted to 
be comparable to propofol' Furthermore, it has been 
demonstrated that thiopentone pretreatment is more 
effective or at least comparable to lignocaine in reducing 
the pain from propofol injection. 4 

Seavell et al 5 demonstrated the feasibility of 
STP with proceeding topical lignocaine spray to 
posterior pharyngeal wall. It comparers favourable to 
propofol with the advantage of less apnoea time & better 
heamodynamic stability. 

Bapat et al" used a co-induction technique of IV 
midazolam some time (3 min) prior to STP 
administration to coincide with the peak effects of both 
drugs. The insertion conditions were comparable to 
propofol & a reduction of 35% on cost was quoted. 

In our present study we compared propofol 


with premixed propofol /S I P adm.xtu.e ^ > Pa jd 
the two groups with respect to heart rate vanab.hty, 
arterial pressure changes & adverse effects like^gagg n 
coughing, apnoea & laryngospasm, 0 ,-desaturation. 

Although there were higher incidences of 
inadequate jaw relaxation & coughing in the admixture 
group, this did not cause any failure of LMA insertion at 
one minute after intravenous induction. This has been 

earlier Yeo KSJ & Others. , . 

In our study eighty percent of patients had 

hypotension when induced with propofol, while only 
fifty percent of patients developed hypotension when 
induced with STP & Propofol admixture. The 
attenuation of fall in blood pressure with the admixture 
is statistically significant. It is likely that the decreased 
dose of either agent required for the induction with the 
admixture affected the after load and the myocardial 
contractility to a lesser extent. The lower incidence of 
hypotension with the admixture is a potential advantage 
over propofol when heamodynamic stability is desired. 

STP & propofol are compatible" and stable in 
the admixture as used in our study. Interestingly. 
Crowther et al"' demonstrated that the admixture has 
bactericidal properties & does not support the growth of 
micro-organisms despite the presence of nutrients in the 
admixture. 

Chemin & Smiler" have reported their clinical 
experience with the admixture & found it a novel 
approach to cost containment while taking advantage of 
the best features of the two most commonly used agents 
for induction. 

The acquisition costs of the drugs during the 
study period were Rs 200 for a 20 ml ampoule of 1% 
propofol & Rs 65 for 0.5 gm vial of sodium thiopentone. 
The per ml prices of propofol & STP were thus Rs 10 & 
Rs 3.25 respectively. Using our study regimen for a 70 
kg patient, the calculated cost of induction using 
propofol was Rs 140 and only Rs 116.67 when the 
admixture was used. Thus the admixture of STP/popofol 
can produce suitable conditions compared to propofol 
for LMA insertion with additional benefit of cost 
containment. 
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Programmed Labour and its Outcome 


Shahida Mir, Rafia Aziz 


Abstract 

The objective of the study was to evaluate the various effects of programmed labour protocol on maternal 
and neonatal outcome. During the year 2007 and 2008, two hundred pregnant women with term 
pregnancy (37 to 40 weeks), vertex presentation and in active phase of labour with cervical dilation of 3 to 4 
cms, fully effaced cervix and clear liquor draining and without any fetal or maternal complications were 
allocated to two groups. 100 women (study group) received the Programmed labour protocol and 100 were 
managed expectantly (taken as controls). 85% women in the study group achieved significant pain relief. 
The mean time of onset of analgesia was 21 minutes. The duration of all the stages of labour was 
significantly reduced in the study group. Minor complications were observed in both the study and control 
groups which were managed conservatively. No neonatal mortality was seen in either group. Programming 
a labour is a good, effective and easy way to achieve labour analgesia, shortens the duration of all the 
stages of labour without any adverse effect on maternal and neonatal outcome. 


Introduction 

Labour pain is among the most severe pain 
experienced by women. 

Human parturition has been termed as 'labour' 
in recognition of the hard work that the parturient as 
well as the uterine myometrium have to perform in 
order to deliver the foetus' It is not simply the physical 
pain that can be explained on basis of physiological, 
chemical and neurological phenomena but is 
aggravated by anxiety, fear and ignorance. Pain if long, 
continued and unrelieved, causes emotional 
disturbance and ultimately fatigue 4 

In a civilized society freedom from pain is one 
of the basic rights of a person 4 ' Labour, is the single 
most important event which if not managed 
effectively can. and does, lead to maternal morbidity, 
mortality, and poor perinatal outcome. 

Programmed labour, the modern 
management of labour is a definitive plan of elective 
induction, stimulation and augmentation of labour 
along with labour analgesia. It is based on 
incorporation of labour analgesia, active management 
of labour and monitoring events of labour by a 
partogram 4 * 

Programmed labour protocol is based on three 
pillars: 

1. Ensuring adequate uterine contractions By 
judicious use of labour inducers. 

2. Providing optimum pain relief by use of 
analgesics synergizing with antispasmodics. 

3. Close clinical monitoring of labour events 
and timely intervention. 


JK-Practitioner 2011; !6(1-2):36-39 

Methods 

The present study was conducted in the Department of 
Obstetrics and Gynaecology, Government medical 
college, Srinagar during the year 2007 and 2008. The 
study included 200 pregnant women (Primigravida and 
Multigravida) with term pregnancy (37 to 40 
completed weeks of gestation), vertex presentation and 
in active phase of labour with cervical dilatation of 3-4 
cms and almost fully effaced cervix, membranes 
ruptured with clear liquor draining. 

The subjects were randomly allocated to two 
groups- Study group and Control group. The study 
group consisted of 100 women who received the 
programmed labour protocol and the control group 
consisted of 100 women who were managed 
expectantly as per the routine hospital protocol. 

Exclusion criteria met by both the groups 
included any clinical evidence of cephalo-pelvic 
disproportionation, or history of medical disorders like 
hypertension, cardiac diseases, bronchial asthma, 
diabetes, jaundice, ante-partum hemorrhage, abnormal 
fetal presentation, acute foetal distress or any other 
pregnancy complication. 

In all women included in the study a detailed 
history, general physical examination and obstetric 
examination including vaginal examination was done 
and all the required investigations carried out. An 
informed consent for being included in the study was 
taken and the nature of drugs being used and their 
possible side effects was explained. 

As soon as the patients of the study group 
entered the programmed labour protocol, a partogram 
was initiated. Maternal vital parameters and foetal 
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heart rate documented periodically. Pain score of the 
patient recorded and graded; score las mild pain, score 
? as moderate pain and score 3 as severe pain. Per 
vaginal examination carried out after every hour to two 
hourly interval. 

Following regime of administering 
medication for pain relief and facilitating smooth 
cervical dilatation was adapted: 

An I.V infusion line with dextrose 5% / ringer 
lactate was started @ 15-20 drops/min. To sustain 
optimal pains i.e 3-4 sustained contractions /10 min. 2 
units of oxytocin to the drip or a tablet of Primiprost 
orally was given as was deemed necessary. 
Inj. Phenergan 25 mg was given l.M which could be 
repeated after 2 hours. Inj. Tramadol 1 mg/kg body wt. 
l.V slow + Inj. Drotin 40 mg was given l.M or I.V 
diluted in 10 ml saline. (Inj. Drotin was repeated after 
2 hours if required). Inj. Epidosin was given slow I.V at 
3-4 cms cervical dilatation and repeated at 20-30 min. 
interval for a maximum of 3 doses. 

Progress of the labour was observed by 
charting the maternal and fetal parameters every- half an 
hour, and assessed on the basis of cervical dilatation 
and decent of fetal head, as documented periodical ly on 
thepartogram. 

At 7-8 cm. cervical dilatation, the pain score 
was noted again. Inj. Ketamine 0.5 mg / kg body wt. 
diluted in 10 ml normal saline was given I.V slowly 
over few minutes. Pain relief score was noted and 
graded; grade 3 as good pain relief, score 2 as moderate 
pain relief and score I as mild pain relief. Top up doses 
of Inj. Ketamine were given at 20-30 min 

intervals (Half the initial dose wherever required). The 
last top up dose of Inj. Ketamine was given after the 
birth of the baby. After delivery Inj. Prostodin 125 

meg was given l.M for active management of third 
stage of labour. 

In the control group routine hospital protocol 
was followed which included an I.V infusion line with 
Ringer lactate / dextrose 5%, vaginal examination as 
and when required. Partogram was maintained in this 
group too. Oxytocin drip was started only if required 
but the dose was less i.e 1 mU/min and not escalated to 
that level as in study group. No sedative or analgesic 
was given to any women in the control group. 

After delivery, APGAR score of every 
newborn was noted at birth (1 and 5 minutes). Duration 
of the three stages of labour was noted. Time of onset 
and the degree of analgesia was recorded. Any side 
effect of the drugs used was observed. Mode of 
delivery normal vaginal /instrumental 
vaginal/cesarean section was noted. Perinatal mortality 
(if any) also noted. 

Results 

Both the groups were comparable in Age, 
Parity and Gestational maturity. 

The mean age of the women in the study group 
was 26.9 years ± 3.1 (range 22 to 35 years) and in the 
control group was 26.6 years ±3.2 (range 22 to 34 
years). 54 women (54%) in the study group were 
Primigravidae and 46 women (46%) were Multiparae. 


In the control group 45 women (45%) were 
Primigravidae and 55 women (55%) were Mult.para* 
Mean gestational age in the study group was 38 8 
weeks (std. deviation 0.98) and in the control group 

was 38.8 weeks (std. deviation 1.03). 

In the study group. 18 women (18%) had mild pain. 44 
(44%) had moderate pain and 38 (38%) had severe pain 
at the point of entry into the study. In the control group 
19 women (19%) had mild pain, 45 (45%) had 
moderate pain and 36 (36%) had severe pain at the 
same point of time. After following the pain relief 
protocol, 37 women ( 37 %) in the study group had 
score 3 i.e good relief of pain, followed by 48 
women(48%) having score 2 i.e moderate relief of 
pain. Only 15 women (15%) had score I i.e mild pain 
relief and none had score 0 i.e no reliefof pain. The pain 
relief score after following the pain relief protocol was 
statistically significant (p<0.05) in the study group. 
The mean time of onset of analgesia was 21 m inutes.^ 

The mean duration of the active phase of first 
stage labour in the study group was 2 hours 59 
minutes±59 minutes (Primis 3hrs 43min ± 42min and 
Multis 2hrs I lmin ±30min.) and in the control group 
was 4 hours 31minutes± 54minutes (Primis 5hrs 
18min±38min and Multis it 3hrs 54min± 30min.) 

The mean duration of the second stage of 
labour in the study group was 29.6 minutes±l0.5 
minutes (Primis 36.7min± 8.8min and Multis 21.8min 
±5.6min) and in the control group was 39.8 
minutes±l3.4 minutes (Primis 49.0min±l3.0min and 
Multis 32.5min± 7.5min) 

The mean duration of third stage of labour in 
the study group was 4.5 minutes±l .3minutes (Primis 
4.8min±1.4min and Multis 4.lmin± 1 .Omin) and in the 
control group was 8.8minutes±3.0minutes (Primis 
9.2min±3.2min and Multis 8.4min±2.8min). 

The difference in the duration of all the stages 
of labour between the study and control group was 
statistically highly significant (p<0.001). 

93% women in the study group and 89% in the 
control group had spontaneous vaginal delivery. 2% 
women in the study group and 4% in the control group 
were delivered by Ventouse. 5% women 

in the study group and 7% in the control group had to 
undergo Lower Segment Cesarean Section (L.S.C.S). 
No statistically significant difference in the mode of 
delivery was found between the two groups (p>0.05). 

Vomiting was the most common side effect 
seen in the study group (7.3%) followed by tachycardia 
in (6.3%), nausea in (5.2%), diarrhoea in (5.2%), 
drowsiness in (5.2%) and cervical/vaginal tears in 
(3.1%). In the control group tachycardia and nausea 
were the most common side effects seen in (4.3%), 
followed by diarrhoea and drowsiness in (1.07%) and 
cervical/vaginal tears in (2.1%). The difference in the 
side effects was statistically insignificant between the 
two groups (p>0.05). 

All the Neonates (100%) in the study group 
had Apgar score of 8-10 at 1 m inute and at 5 m inutes. 2 
neonates (2%) in the control group had Apgar score of= 
7 at 1 minute who after proper resuscitation had score 
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of 8-1 Oat 5 minutes. 

The perinatal mortality was nil (0%) in both 
the study and control group. The mean birth weight 
was 2.85*0.46 in the study group and 2.84*0.46 in the 
control group. The difference was statistically 
insignificant (p>0.05) between the two groups. 

Discussion 

Labour and child birth are natural events. 
Childbirth should be an event of joy and satisfaction. 
But many times the childbirth turns into a harrowing 
experience for the mother. Thus attempts to alleviate 
the misery associated with labour and to have optimal 
outcome of labour has led to the introduction of the 
concept of 'Programmed labour' by Daftary et al in 
1992. 

Programmed labour protocol rests on the 
incorporation of three principles active management 
ot labour, synergistic application of analgesics and 
antispasmodics during the active phase to facilitate its 
progress and monitoring the progress of labour on a 
pictogram alongside a standard nomogram to detect 
dysfunctional labour and to adopt timely intervention. 

The present study was conducted in the 
Department of Obstetrics and Gynaecology, Lai 

Ded Hospital. Srinagar, which is a teritiary care 
hospital for Gynaecology and Obstetrics in the state 
and is associated with Govt. Medical College, 
Srinagar. Kashmir, with the aim to determine the 
influence of Programmed labour protocol on the events 
ot labour, and on the obstetric and neonatal outcome. 

85% women in our study group achieved pain 
relief score 2 or above after following the pain relief 
protocol which was statistically significant (p<0.05) 
and almost consistent with the study conducted by 
Meena Jyoti et al* who reported pain relief score of2 or 
above in 86% women and Sameer Dixit et a 14 , who 
reported significant pain relief score (score 2 or above) 
in 94% women. The mean duration of the onset of 
analgesia was 21 minutes in our study as compared to 
17 m inutes as reported by Meena Jyoti et al. 

The mean duration of the active phase of first 
stage ot labour in the study group was 2 hours 59 
minutes* 59 minutes and in the control group was 4 
hours 31 minutes±54 minutes and the difference was 
statistically highly significant(p<0.001). 

Meena Jyoti et al in their study report the 
mean duration of active phase of first stage of labour in 
primis as 2 hours 45 minutes±55 minutes in the study 
group and 3 hours 54 minutes* 50 minutes in the 
control group 1 In the study conducted by Sardesia et 
al. the mean duration of active phase of first stage of 
labour in primis of the study group ranged from 3.96 
hours to 4.47 hours and in the control group ranged 
from 6.82 hours to 7.46 hours. In the multis of the study 
group the mean duration of the active phase of the first 
stage ranged from 2.66 hours to 3.70 hours and in the 
multis of the control group ranged from 5.57 hours to 
6.46 hours 7 ' 

In our study, the mean duration of the second 
stage of labour in the study group was 29.6 
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minutes* 10.5 minutes and in the control group was 
39.8 minutes* 13.4 minutes and the difference was 
statistically highly significant (p<0.001). Daftary et al 
in their study report the mean duration of the second 
stage as 26.0 minutes in the study group and 45 o 
minutes in the control group 1 

In our study, the mean duration of the third 
stage of labour in the study group was 4.5 minutes* I 3 
minutes and in the control group was 8.8 minutes±3^0 
minutes and the difference was statistically highiv 
significant(p<0.001). y 

In the study conducted by Meena Jyoti et al, the mean 
duration of the third stage was 4.94* l .43 minutes in the 
study group and 7.66*2.64 minutes in the control 
group 4 

In our study, 93% women in the study group 
and 89% in the control group had spontaneous vaginal 
delivery.2% women in the study group and 4% women 
in the control group were delivered by Ventouse, 5% 
women in the study group and 7% women in the 
control group had to undergo L.S.C.S. Sameer Dixit et 
al in their study reported normal vaginal delivery in 
91.2% women and L.S.C.S in 8.8% women ‘ 

Sardesia et al in their study on 100 women 
reported Normal vaginal delivery in 96% women in the 
study group and 90% women in the control group. In 
the study group 1 woman needed ventouse extraction 
and 1 had to undergo L.S.C.S. In the control group I 
women needed ventouse extraction, 1 needed forceps 
application and 3 women had to undergo L.S.C.S 7 

In our study minor side effects like nausea, 
vomiting, diarrhoea, tachycardia, drowsiness and 
cervical/ vaginal tears were seen in women in both the 
study and control group. The difference was 
statistically insignificant between the two groups. No 
major complication was seen in either group. 

In the study by Meena Jyoti et al, similar 
minor complications like nausea, vomiting, 
tachycardia, drowsiness and cervical/ vaginal tears 
were seen in both the study and control groups and the 
difference was statistically insignificant between the 
two groups 1 

In our study the neonatal outcome was 
comparable between the study group and control group 
without any significant difference. 

In the study group Apgar score at 1 and 5 
minutes was between 8 to 10 in all the neonates. In 
the control group 2 neonates had Apgar score =7 at 1 
minute who after proper resuscitation had Apgar score 
between 8 to 10 at 5 m inutes. 

Meena Jyoti et al in their study report £pgar 
score > 7 in both the study and control group at f and 5 
minutes* 

Sameer Dixit et al reported Apgar score 
between 8 to 10 in 100% neonates at 1 and 5 minutes* 

The mean birth weight of the neonates in the 
study group was 2.85*0.46 kgs and in the control group 
was 2.84*0.46 kgs. 

Sardesia et al in their study reported the mean 
birth weight of 2.71 kgs in the study group and 2.70 in 
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the control group 7 
Conclusion 

Programming a labour is a good, easy and 
effective way to achieve labour analgesia, shortens the 
duration of all the stages of labour without any adverse 
effect on maternal and neonatal outcome. Analgesia is 
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Abstract " ' -—- 

Routine electronic monitoring of fetal heart ratein labour has become an established ohstPMr 

wZr , ' With / 6W m ° n,t0rS 3Vailable there iS3 need t0find a meth ° d «ithoScomproSg 
fetal outcome. Admission test may serve to address this problem. Objective was to ascess admission test 

threeve, ‘f °! ° UtCome - In this *** * d "^°" test was conducted for a pTriod ?f 

qq °" ° ne ^ Unde i r o d and twenty consecutive cases attending labour wards. Out of 120 patients 

99 pat ents were reactive, 18 were suspicious and 3 were ominous on trace. In reactive group only one 

patient developed fetal distress later on while in suspicious group, 4 patients developed feta^ distress and in 
ominous all the three developed fetal distress. By going for admission test, there will be decrease in the load 
of continuous monitoring. Admission test can detect fetal distress already present on admission and 
unnecessary delay in intervention can be avoided. d 


Introduction 

Routine electronic monitoring of fetal heart rate(FHR) 
in labour has become an established obstetric practice 
in world. But with few monitors available there is a 
need to Find a method without compromising fetal 
outcome. Even in low risks mothers, fetal acidosis can 
occur with equal frequency as in high risk group. 
Routine continuous monitoring is accepted in high risk 
women but low risk women too require some reliable 
objective assessment to optimize the outcome.' 
Admission test may serve to address this problem. The 
purpose of this study was to see the reliability of 
admission test in predicting fetal distress during labour. 
History of FHR: 

In 17' h Century, Phillips Legaust first described the fetal 
heart tones in his poetry in an ancient French dialect.In 
1818, Francois Mayor, a swiss surgeon reported the 
presence of fetal heart sounds, which he heard while 
placing his ear on the maternal abdomen, attempting to 
hear the fetus splash about in its liquor.Three years 
later Lejumeau Kergaradec, a French noble man 
apparently unaware of Mayors report again described 
the fetal heart sounds. In addition he described the 
uterine souffle. He suggested auscultation to be of 
value in the diagnosis of pregnancy, diagnosis of twins 
and determining fetal lie and presentation. 1 The first 
report of the head stethoscope was in 1917 by David 
Hillis,“San obstetrician then working in Chicago. 3 In 
1992, J.B. DeLee, the chief of staff at the same 
institution, and a man who became a legend in 
Americair obstetrics for his many contributions. 
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in 1957 suggested that certain fetal ECG changes might 
correlate with fetal hypoxia. 5 Hon reviewed all the 
applications to the fetal electrocardiography in I960 
including fetal presentation, diagnosis of twins 
antenatal diagnosis of congenital heart disease! 
diagnosis of fetal maturity, and finally fetal distress. 6 
The earliest preliminary report of FHR monitoring in 
1958 came from Dr. Ed. Hon, then working at the Yale 
University School of Medicine. He reported on the 
continuous instantaneous recording of fetal heart rate 
via fetal ECG monitor from the maternal abdomen. 1 
Hon defined the type of variable deceleration 
associated with umbilical cord compression and 
proposed a mechanism for the hypoxic uteroplacental 
cause of delayed decelerations in 1959." 

Intrapartum fetal heart monitoring: 

Present day methods of intrapartum fetal heart 
monitoring are continuous recording of fetal heart rate 
by electrocardiography, phonocardiography or 
ultrasonogrpahy and continuous recording of the 
stress factor frequency and strength of uterine 
contractions, fetal blood or tissue sampling for the 
determination of acid base balance of fetus. 
Cardiotocography (CTG) was incorporated in clinical 
obstetrics in 1960's, to reduce intrapartum mortality 
and morbidity.’ Cardiotocography refers to heart rate 
and uterine activity. The machinery used to measure 
these parameters employ either external transducers or 
internal electrodes. However, external monitors do not 
provide, the precision of FHR measurements or the 


....... . . . quantification of uterine pressure afforded by internal 

rii__!fjl_ s Arn r Jn^I 2 iineru_ Southern_monitors. The FHR may be detected in a number of 
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way through the maternal abdominal wall. The easier intensive monitoring, while others can be monito 
technique employs the ultrasound doppler principal with intermittent auscultation. 

ultrasonic waves undergo a shift in frequency as they Objectives and there 

are reflected from moving fetal heart valves and from Admission test as a predictor of fetal ou come 

blood ejected in pulsatile fashion during systole. The by to detect fetal distress already presen on a - 

transducer is placed on the maternal abdomen at a site in order to avoid unnecessary delay in manageme . 

where fetal heart is best heard. Care should be taken establish, admission test has a predictive va ue or 

that maternal aortic pulsations are not confused with well being for next few hours of labour, after rcac ive 

fetal cardiac activity.To understand the concept of fetal admission test and to select the patients w 10 nee 

distress in relation to the observed pattern, some salient continuous fetal heart rate monitoring. Also to eva ua c 

points have to be understood.The FHR has four the incidence of caesarean section for fetal distress wit 

recognizable features, baseline fetal heart rate, beat to ominous admission test, and the fetal outcome, 

beat variability, fetal heart rate acceleration, fetal heart Materials and Methods 

rate deceleration.'" In addition some distinct patterns This study was conducted for a period of three years at 

exist e.g., sinusoidal or salutatory fetal heart rate a medical teaching hospital in the department of 

pattern. The baseline FHR decreases an average of 24 obstetrics and gynaecology on one hundered and 

beats / min between 16 40 weeks or approximately 1 twenty consecutive cases attending labour wards. Low 

beat/min per week in a study done by Pillai and James risk patients admitted in early labour with term 

(1990)." Caldeyro Barcia and Poseiro (1960) from pregnancy and vertex presentation were included in the 

Montevideo, Uroguay, were the ones to study the study. While as excluding the patients admitted for 

pattern of uterine activity. They introduced the concept elective cesarean section, pre-term pregnancy, multiple 

of Montevideo Units to define uterine activity.' 1 Quick pregnancy, high risk patients (chronic hypertension, 

and active behaviour states in the new bom can be gestational diabetes, intra-uterine growth restriction, 

identified using heart rate and heart rate variability premature rupture of membranes, etc.) congenital 

changes.' 1 ' 4 Electronic fetal monitoring was excepted anomalies, any acute event of fetal distress eg. cord 

rapidly in United States after its introduction into prolapse. A derailed history was taken and detailed 

clinical practice. By 1980, nearly half of all labours in general physical examination conducted. Electronic 

hospitals throughout the country were monitored FHR monitor was used with a paper speed of 1 cm per 

electronically.' , "‘However, critics of a policy of min - Fetal heart rale was recorded by external 

universal electronic fetal monitoring claim that transducer and uterine contractions recorded with 

evidence of fetal benefits from routine monitoring is external tocometer applied to maternal abdominal 

lacking and that the cesarean section rate for fetal wall. Cardiotocographic( CTG )strip of 20 min. was 

distress has increased.' 7 "' Economic constraints in taken with 15 to 20 min. of admission in labour ward, 

many parts of the world limit routine monitoring. In The CTG trace was classified as : 

labour wards with few monitors, selection of the fieitctive; 

patients for continuous monitoring or intermittent Baseline FHR 110 150 bpm (beats per minute), 

auscultation is necessary. At present, an antenatal risk baseline variability 10 to 25 bpm, two accelerations in 

classification is used for this purpose, recommending 20 minutes lasting for 15 seconds and no deceleration, 

high-risk patients for continuous monitoring.' 9 Suspicious: 

Unfortunately, risk profiles are often an insufficient Absence of acceleration and any one of the following 


tool for selection. Intrapartum fetal morbidity and 
mortality are not uncommon in a low risk population 
2,UI and FHR changes'and fetal acidosis might occur 
with the same frequency as in a high-risk group.” Such 
an alternative to labouring patients for FHR monitoring 
on the basis of an antenatal risk classification might be 
a short recording of the FHR at admission for labour 
the admission test. It generally is agreed that the non¬ 
stress test has a predictive value for fetal outcome, and 
several studies have shown a low false negative 
rate. 1 Admission test is one such non-invasive 
technique by which a short 15-20 minutes external 


patterns, abnormal baseline rate of < 110 bpm or > 150 
bpm, reduced baseline variability of < 10 bpm, early 
deceleration (Fig.l), variable deceleration without 
ominous features. 

Ominous: 

Absence of acceleration, abnormal baseline rate and 
variability (<5 bpm for 40 min), a repetitive late 
deceleration (Fig.2), variable deceleration (Fig. 3) 
with ominous features eg.duration > 60 seconds and 
decelerating greater than 60 bpm from baseline 
FHR.rebound tachycardia,slow recovery,reduced 
variability. 


electronic fetal monitoring on admission in early 
labour can be used as a screening test to identify a 
subgoings of fetuses who would benefit from more 
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Fig. 1. 

Early decelerations. 



Fig. 2. 

Late decelerations (note the delayed recovery to the base line) 



OU (M>AM I irtv'fiun 



shouldering 


Fig 3. 

Variable Decelerations (note the ’shouldering'). 


Patients with reactive admission test were followed by 
intermittent auscultation. Ominous admission test and 
persistently suspicious admission test were followed 
by continuous electronic monitoring. Fetal distress was 
considered to be present when ominous FHR changes 
led to caesarean section or instrumental delivery or if 


the new bom was depressed after spontaneous delivery 
(apgar score <7 at 5 min). Among 120 patients taken in 
this study total number of primigravidas was 64 
(53.33%), multi gravid 56 (46.66%) with mean age 
range of 18 to 38 years. 
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-—ults and observations: 82.5% patients had 
RC ctive admission tests among which one patient 
If veloped late deceleration 9 hours after admission . 
che developed this deceleration after artificial rupture 
f membranes and was detected to have thick 
° econium stained liquor. She was continuously 
monitored during the rest of labour and then delivered 

Table 1 . Result classification of Admission test in 120 

cases. 


'Yype'of a d m is s 10 n 
lest 

N u mber 
o f 

p alien ts 

Pcrccn tage 

pact ive 

99 

82.5% 

rv t v »* ■ ■■■■■■ 

~c,.cniciOUS 

18 

15% 

^minOUS 

3 

2.5% 

Tntal 

120 

10 0% 

L 


Table2. Mode of delivery with results and occurrence 


~Mode”of 

delivery 

Rea 

ctiv 

e 

N = 

99 

Suspicion 

Omi 

nou 

s 

N = 

3 

Reac 

tive 

N = 

5 

Persi 

stent 

suspi 

cious 

N =5 

Susp 

iciou 

s 

too 

min 

ous 

N = 

8 

~A) 

Normalvagin 
al delivery 

95 

5 

4 

4 


Fetal distress 

0 

- 

- 

- 

- 

No Fetal 
Distress 

95 

5 

4 

4 

“ 

B1 LSCS 

- 

• 

- 

3 

3 

Fetal distress 

- 

- 

- 

3 

3 

No Fetal 
Distress & 
LSCS for 
other 
indication 






C) Forceps 

3 

- 

1 

- 

- 

Fetal distress 

1 

- 

- 

- 

- 

No Fetal 
Distress and 
forceps for 
other 
indication 

2 


1 1 



D) Vaccum 

1 

- 

• 

1 

• 

Fetal distress 

- 

- 

- 

1 

- 

No Fetal 
Distress 

1 

• 

• 

“ 



Table 3. Incidence of fetal distress in relation to the 


Results 

No of 
patients 

No of patients with 
fetal distress 

Reactive 

99 

1 (1.01%) 

Suspicious 

18 

4 (22.22%) 

Ominous 

3 

3 (100%) 


27 S 78% “remained pelsisren.ly suspicions. ^4.44% 

l C i"^ 

beominous.(Table 1) 

In reactive admission test group out of 99 patients, 95 
95 95%) had normal delivery, 4 (4.04%) patientsi had 

instrumental delivery of which 3 had creeps ,»n U 
vacuum delivery. One patient had thick mccomu 
stained liquor and after artificial rupture of membranes 
(ARM) developed FHR deceleration up to m 
beats/min, not picking up s°on- Th i s patent undei^ven 
forceps delivery indication being fetal distress. She 
progressed soon after ARM, continuous FHR 
monitoring was done till the time of delivery. There was 
no abdominal delivery in this group.In suspicious 
group of 18 patients, five patients who became reactive 
on repeat strip, there was no instrumental or abdominal 
delivery. In persistently suspicious group of five.one 
patient had outlet forceps delivery, indication was 
failure of secondary forces.In suspicious group which 
became ominous on repeat strip, a group of 8 in which 
three patients underwent emergency lower segment 
caesarean section (LSCS), indication was fetal distress. 
One patient had vaccum delivery in this group; 
indication was fetal distress and failure of secondary 
forces. All these patients became suspicious to ominous 
in a time range of 2 to 8 hours after admission test. In 
ominous group (ominous at admission) all j patients 
had emergency LSCS, indication was fetal 
distress.(Table-2)In reactive group 95.95% patients 
had normal vaginal delivery and 4.04% patients had 
instrumental delivery. Indication in one being fetal 
distress and for the other three failure of secondary' 
forces. Instrumental and operative delivery was more 
common in abnormal admission test, that of 27% in 
suspicious group and 100% in ominous group. Total of 
7 (7.07) patients in reactive group had meconium 
stained liquor out of which 4 (4.04) had thin meconium 
stained liquor and 3 (3.03) had thick meconium stained 
liquor. All these patients delivered within a period of 5 
to 7 hours after ARM. In the suspicious group which 
consisted of total 18 patients 8 patients had meconium 
stained liquor and 3 had thin meconium stained liquor 
while 5 had thick meconium stained liquor. In the 
suspicious group which became reactive on extended 
trace only one patient had thin meconium stained 
liquor. This patient delivered normally 11 hours after 
admission. In the persistent suspicious group, one 
patient had thin and one patient had thick meconium 
stained liquor. The one with thin meconium delivered 4 
hours after ARM with no fetal distress developing in the 
course of labour. The one with thick meconium 
delivered within 30 min after spontaneous rupture of 
membranes and no fetal distress.(Table 3) 

In the suspicious group which became 
ominous, 4 had thick meconium and one had thin 
meconium. The patient in this group with thick 
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meconium developed late decelerations upto 90 beats 
per minute which did not pickup quickly and hence 
patient was taken for emergency LSCS, indication was 
fetal distress, apgar score 8 and 9, and *rro neonatal 
intensive care unit (N1CU) admission.Th* second 
patient with thick meconium in the group delivered 
within 30 min after ARM. This patient developed 
ominous pattern after ARM. Apgar score 8 and 9 and no 

NICU admission. Third patient with thick meconium 
developed deederati 0 " U pto 68 beals per minute po$t 

ARM, Oj inhalation was given and patient was put in 
left lateral position. She delivered within 50 minutes 
after ARM by normal vaginal delivery with apgar score 
7 and 8. Baby had one loop of cord around the neck, 
placenta was small and unhealthy, baby had cleft lip. 
Fourth patient with thick meconium liquor delivered 
within 1 hour after ARM (2 hours after ominous pattern 
development). This patient delivered following a 
\accum application. Indication for vaccum was failure 
of fetal distress. The baby developed meconium 
aspiration syndrome and hypoxic ischaemic 
encephalopathy (HIE) Grade II and was in NICU for 7 
days and had Apgar score 5 and 9. In the ominous 
group, one patient had thick and one had thin 
meconium stained liquor. The one with thick 
meconium had Apgar score of 6 and 9. Baby developed 
meconium aspiration syndrome and was admitted in 
NICU for 5 days. Analysis of thick meconium stained 
liquor and fetal distress showed that patients with thick 
meconium stained liquor in the reactive group did not 
show subsequent distress, whereas all the patients in 
persistently suspicious group and ominous group with 
thick meconium developed deceleration and lead to 
intervention in most of the cases. None of the babies in 
any group had apgar score at 5 min of <7. One baby in 
ominous group had thick meconium stained liquor. 
Apgar score 6 and 9. This baby was admitted in NICU, 
developed meconium aspiration syndrome received 
antibiotics and was discharged from NICU after five 
days. Second baby of the suspicious group had turned 
ominous after 7 hours of admission test. On ARM thick 
meconium stained liquor was drained. Patient 
delivered one hour after ARM (two hours after ominous 
pattern). Mode of delivery was vaccum application, 
indication was fetal distress. The baby had apgar score 
of 5 and 9 and was admitted in NICU developed 
meconium aspiration syndrome and HIE Grade II. The 
baby was discharged on request from NICU after 7 
days. The baby and the mother were lost to followup. 
There were no neonatal deaths in this study. Statistics 
was done in relation with reactive admission test. The 
present study showed following results for a normal 
reactive admission test. Sensitivity for reactive test was 
87.50% and specificity for reactive test was 87.50% 
with a positive predictive value of 98.98% and 
negative predictive value of33.33% respectively. 
Discussion 

The population studied in this study included low risk 
patients admitted in labour ward after 37 completed 
weeks of pregnancy, who delivered within 12 hours. 
Still problems in labour were not uncommon. Oxytocin 
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was given in 61 patients (50%) and meconium stained 
amniotic fluid appeared in 17 patients (14.18%) a Door 
fetal outcome has been reported if thick meconium k 
associated with other signs of fetal distress (ominous 
FHR deceleration). In ominous group one patient had 
thin meconium stained liquor, after operative deliverv 
baby's Apgar score at 5 min. was more than 7 and did 
not require NICU admission. The other patient with 
thick meconium stained liquor in this same group under 
went LSCS. Apgar score at 5 mins, was more than 7 
Baby was admitted in NICU for 5 days and was 
diagnosed to have meconium aspiration syndrome 
Third baby in the ominous group had clear liquor 
operative delivery was done, baby had tight loop of 
cord around leek. In the suspicious group, 5 patients 
had thick meconium stained liquor out of which one 
patient had operative delivery and the other one had 
instrumental delivery. Indication being fetal distress 
Also one baby with thick meconium in this group 
developed meconium aspiration syndrome and HIE of 
Grade II. Only one patient in reactive group with thick 
meconium needed instrumental delivery for fetal 
distress (Other three instrumental deliveries were done 
for failure of secondary forces). One patient in reactive 
admission test group developed late decelerations upto 
90 BPM 9 hours after Reactive Admission Test. She 
had thick meconium stained liquor. She delivered 
vaginally 40 mins, after ARM. Baby's apgar score was 
more than 7 at 5 mins. All the patients in suspicious 
group which became reactive (5) did so within I to 4 
hours after admission test and no patient developed 
fetal distress in the course of labour. The admission test 
being a screening test for fetal distress and can be 
applied to a large population, not all hospitals are 
equipped with facilities for scalp pH. This shows that a 
simple test like admission test can be used with great 
reliability to detect the fetuses who need immediate 
intervention and continuous monitoring. In present 
study the incidence of vaginal delivery in reactive 
admission test group is 95.95%, incidence of operative 
and instrumental delivery in reactive admission test is 
4.04%, only 1 patient underwent instrumental delivery 
for fetal distress. In the abnormal test, incidence of 
operative and instrumental delivery is 27.80% and 
normal delivery is 72.20%. Thick meconium was 
detected in 2.8% patients. Thick meconium was more 
common in the group with ominous admission test than 
that of the reactive group. Among these 14 patients with 
thick meconium at admission or after ARM who 
underwent trial for vaginal delivery : 10 patients with 
reactive admission test Only 1 underwent LSCS for 
fetal distress 2 patients with suspicious admission test 
Both underwent LSCS for fetal distress2 patients with 
ominous admission test Both underwent LSCS for fetal 
distress So they reported a poor outcome if thick 
meconium is associated with other signs of fetal 
distress, eg. ominous FHR deceleration. Only one of 
the 11 patients with thick meconium and reactive 
admission test had an abdominal delivery for fetal 
distress. In the present study one of the patients in the 
reactive group with thick meconium needed 
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^trumental intervention. One patient in reactive 
admission test group developed late deceleration upto 
90 bpm (9 hours after reactive admission test). She had 
thick meconium stained liquor. She delivered with 
forceps 40 min. after ARM. baby's apgar score was > 7 
at 5 min. In the suspicious group. 5 patients had thick 
meconium out of which one patient had operative 
delivery and the other one had instrumental delivery, 
indication being fetal distress. One baby with thick 
meconium in this group developed meconium 
aspiration syndrome and HIE Grade II. All the patients 
in suspicious group which became reactive did so 
within one to four hours after admission test and no 
patient developed fetal distress in the course of labour. 
In the present study all the three patients with ominous 
trace underwent LSCS, one baby had tight loop of cord 
around neck and the other had thick meconium staned 
liquor, this baby was admitted in NICU as developed 
meconeum aspiration syndrome. 

Summary and Conclusion 

In the present study a total of 120 patients were taken. 
All the patients were low risk patients admitted in early 
labour with term pregnancy and vertex presentation. 
Admission test was conducted on these patients and the 


results were collected in term of reactive, suspicious 
and ominous Out of 120 patients, 99 patients were 
reactive 18 were suspicious and 3 were ominous on 
trace. In reactive group, only one parent. deve oped 
fetal distress later on while in suspicious fer p, 
patients developed fetal distress and m ominous.a he 

three developed fetal distress. The sensitivity and the 

specificity for reactive admission test were both 
87.50%, while positive predictive value tor the reactive 
admission test was 98.98% and negative predictive 
value was 33.33%. From this study we can conclude 
that admission test is a very reliable test. Admission test 
can be used as an important non-invasive method to 
diagnose fetal compromise present at the time ot 
admission in low risk patients in early labour. 
Obstetricians can be more vigilant by either doing 
intermittent electronic fetal heart monitoring or it 
required continuous monitoring. By going tor 
admission test, there will be decrease in the load ot 
continuous monitoring. Admission test can detect fetal 
distress already present on admission and unnecessary 
delay in intervention can be avoided. 


Kefrcnccs 

1) Ingcmarsson I. Arulkumaran S, Ingemarsson E, Tambyraja 
RL. Ralnam SS: Admission test. A screening test for fetal 
distress in labor. Obstet Gynecol 1986, 68: 800806. 

2) Roger K. Freeman Thomas, JGarite. Michael PNagcotte. Fetal 

Heart Rate Monitoring: Third Edition. Baltimore. Williams & 
Wilkins. 104-14. 

3) Hillis DS : Attachment for the stethoscope. JAMA 1917 68 : 

910-14. 

4) Killian : Quoted by Goodlin R, in : History of Fetal Monitoring 

Am J Obstet Gynecol 1979.133 :325-31 

5) Southern EM : Fetal anoxia and its possible relation to changes 

in the prenatal fetal electrogardiogram Am .1 Obstet Gynecol 
1957:73:233-43. 

6) Hon El I : The clinical value of fetal electrocardiography Am J 

obstet Gynecol. 1960:79:1012. 

7) Hon EH : The electronic evaluation of fetal heart rate Am. J. 

Obstet Gynecol. 1958 75:1215-23. 

8) Hon EH : Observations on Pathologic fetal bradycardia Am J 

Obstet Gynecol. 1959 77: 1084-95. 

9) Kenneth J. Leveno : Selective and universal electronic fetal 

monitoring. The new England Journal of Medicine 1976; 
315:10. 61519. 

10) Dawes GS, Visser GHA, Goodman JDS. Levine DH. 
Numerical analysis of the human fetal heart rate: Modulation 
by breathing and movement Am J Obstet Gynecol 1981; 140: 
535-41. 

11) Ball RH, Parer JT: The physiological mechanisms of variable 
decelerations. Am. J. Obstet Gynecol. 1992; 166: 1683-89 

12) R Caldcyro-Barcia and JJ Roseiro: Physiology of the uterine 
contraction. Clin obstet Gynecol. 1960; 3:386- 93 

13) 13. DeHaan R. Patrick J. Chess G. Jaco NT. Definition of 


sleep state in the new born infant by heart rate analysis Am J 
Obstet Gynecol 1977; 127.753-758. 

14) Van Gcijn et al Van GeijnHP. Jongsma HW. de Ilaan J. Eskes 
TKAB, Prcchtl H Heart rate as indicator of behaviour slate 
Am J Obstet Gynecol 1980:136.1061 -66 

15 Albers LL . Krulcwitch C'J. Electronic fetal monitoring in the 
United States in the 1980s. Obstet Gynecol 1993:82(1) 810 

16) Baker RA : Has the pendulum swing too far° Obstet 
Gynecol. 1978:51: 24-32 

17) Banta HD. Thacker SB : Assessing the costs and benefits ot 
electronic fetal monitoring Obstet Gvnecol Sun. 1979. 34 
627-36 

18) Zuspan F. Quilligan E J.. lams D D and Van Geijn II P 
Predictors of intrapartum fetal distress : The role of electronic 
fetal monitoring. Am J Obstet Gynecol 1979. 135 287-97. 

19) Ingcmarsson E : Routine electronic fetal monitoring during 
labour. Acta obstet Gynecol Scand Suppl. 1981 99 I. 198- 
206. 

20) Hobel CJ, Hyvarinen MA. Okada DM. Oh W: Prenatal and 
intrapartum high risk screening I.Prediction of high-risk 
neonate. Am JObstetGynccol 1973:117:173-84 

21) Westegren M. Ingemarsson E Intrapartum electronic fetal 
monitoring in low risk pregnencies Obstet Gynecol. 1980; 56 
301-10. 

22) Edinton P. T„ Sibanda J & Beard R W Influence on clinical 
practice of routine intra partum fetal monitoring. Br 
Med. 1975;3:341-48 

23) Schifrin BS.G Foye, J Amato. R Kates and J MacKenna 
Routine fetal heart rate monitoring in the antepartum period 
Obstetric Gynecol. 1979; 54: 21-25. 

24) Vinita Das : Role of Admission Test. J of Obstetrics and Gvn ot 


45 


JK- Practitioner Vol. 16. No (1-2) January-June 2011 



original article 


India 2001; 51:1.4850. 

25) Ingcmar Ingemarsson. Fetal Monitoring during Labor 
Neonatology 2009:95:342346 

15) Albers LL . Krulcwitch CJ: Electronic fetal monitoring in the 

United States in the 1980s Obstct Gynecol. 1993; 82(1): 810. 

16) Baker RA : Has Uic pendulum swing too far? Obstct 
Gynecol. 1978;51:24-32. 

17) Banta HD. Thacker SB : Assessing the costs and benefits of 

electronic fetal monitoring Obstct Gynecol Surv. 1979; 34 : 
627-36. 

18) Zuspan F. Quilligan E. J.. lams D. D. and Van Geijn H. F. 

Predictors of intrapartum fetal distress : The role of electronic 
fetal monitoring. Am J Obstct Gynecol. 1979; 135.287-97. 

19) Ingemarsson E : Routine electronic fetal monitoring during 

labour ActaobsletGynecolScandSuppl. 1981 99: 1.198-206. 

20) Hobel CJ. Hyvarincn MA, Okada DM, Oh W: Prenatal and 


intrapartum high risk screening. I.Prediction of high-risk 

neonate. Am J Obstct Gynecol. 1973; 117: 173-84 

21) Wcstegrcn M. Ingemarsson. E : Intrapartum electronic fetal 

monitoring in low risk prcgncncies Obstct Gynecol 1980. 56 
301-10. 

22) Edinton P. T.. Sibanda J. & Beard R W: Influence on clinical 

practice ofroutine intra partum fetal monitoring. Br Med 1 975 
3:341-48. 

23) Schifrin BS.G Foye. J Amato, R Kates and J MacKcnna: Routine 

fetal heart rate monitoring in the antepartum period. Obstetric 
Gynecol. 1979; 54:21-25. 

24) Vinila Das : Role of Admission Test. J of Obstetrics and Gyn of 

India 2001; 51:1,4850. 

25) Ingcmar Ingemarsson. Fetal Monitoring during Labor 
Neonatology 2009;95:342346 


JK- Practitioner Vol.16, No (1- 2) January-June 2011 


46 


ori ginal article __ 

pT^vention of Axiliary Seroma by Closure of Axillary P ea ^ T P 2 ! 00 3 
Modified Radical Mastectomy-A Prospective Randomized i 

Robina George, Shekhar Sharma, Altaf Gauhar Haji, Vijaykumar 


l^omTis the most common early postoperative complication foHowing surg ry ^ t0 determine 
principles of seroma treatment are essentially focused on prevention. We: condu J This was a 

incidence of seroma after closure of axillary dead space following mcri.fied radial * ^ cancer 

prospective randomized trial of patients who underwent modified radial^ 5 Nation tables. One 

These patients were randomized into two groups using computer generated ° he ar m 

qroup was randomized to have systematic closure of axillary dead space and const outcomes 

while the other group did not have closure of dead space and confuted the 
measured were incidence of axillary seroma formation in both the groups and assoc P 
morbidity. Statistical analysis was done by using SPSS Version 11.0 and Ch.-square test ^applied to 
determine significance. A total of 80 patients who underwent modified radical masted Y * of 
With a mean age of 51.43 years (SD=9.83). These were randomized equally to the twcgroups.!inc_ enre 
seroma in the patients in study arm 27% (11) and 3o% (12) in the control arm that was tio. statisbca y 
significant (P>0.05). After modified radical mastectomy, closure of axillary dead space did 
significant benefit in the incidence of seroma formation. 


!■/ 701 1 ! 1 1-2 


a*1 


introduction: 

Seroma is the most common arly postoperative 
complication following sugvery for breast cancer. In 
majority of cases it is seen as more of a nuisance than a 
serious complication. Various studies reported the 
incidence of seroma ranging from 25% to 53% 
following modified radical mastectomy' 5 of all the 
regional complication following breast surgery it 
oenerates a substantial workload for the patient. 
Postoperative breast seroma therefore remains an 
important cause of mobidity which continues to plague 
the surgeon and one for which the best treatment has 
long been debatd. The principles of seroma treatment 
are essentially focused on prevention. After a seroma 
has developed, the standard treatment is by 
percutaneous aspiration. Persistent seroma has 
traditionally been treated with repeated aspiration, 
local pressure dressing and occasionally surgical 
ablation. Various other techniques have been tried to 
reduce the incidence of seroma formation like use of 
tissue adhesives, shoulder immobilization, etc. But 
these techniques have not shown any significant 
reduction in seroma formation 6 ' 17 . Recebtly ole of 
tranexamic acid is being studied in reducing the 
incidence of seroma formation 15 . Against this 
background we designed and conducted a prospective 
randomized trial to compare the incidence of axillary 
seroma formation in patients with and without closure 
of axillary dead space. The associated postoperative 


morbidity was compared between the two groups. 
Material and f lethodsi 

This was a prospective randomized trial conducted 
in the Deptt. Of Surgical Oncology at Amrita Institute 
of Medical Sciences from January 2006 to June 2007. 
Eighty proven cases of carcinoma breast scheduled for 
modified radical mastectomy were randomized into 
two groups using a computer generated randomization 

table. . . , 

Each group consisted of 40 patients and the two 

groups were comparable with respect to technique of 
operation and extent of axillary dissection (all had 
axillary dissection up to Level III). The same team of 
surgeons performed surgery using standardized 
technique with electrocautery. The technique of closure 
of dead space was by approximating the axillary skin 
flap to the underlying muscle on the lateral chest wall 
using inteupted polyglacting sutures approximately 
opposite to the second and third axillary skin crease 
after placement of drain. Drain placement was also 
standardized by using No 14 G suction drain, one tube 
being placed in the axilla & brought out through the 
lateral angle of the incision and the second tube below 
the superior flap pointing towards the axilla & brought 
out through the medial angle of the incision. Patients 
who had closure of dead space constituted the study 
group and those without closure of dead space as study 
group. External compression dressings were provided 
over the axilla for 72 hrs. patients were encouraged to 


Key words: Mastectomy modified radical mastectomy, axillary seroma. axillary dead space, closure of axillary 
dead space, breast cancer. __ 

Authors affiliations : Robina George, Shekhar Sharma, Altaf Gauhar Haji, Vijaykumar Department of 
Surgical Oncology Amrita Institute of Medical Sciences & Research Centre Emauulam (India). 
Correspondence:Dr. Altaf Gauhar Haji Deptt. Of Surgical Oncology; Amrita Institute of Medical 
Sciences & Research Center, Emakulam (682026), Kerela, India.E-mail:- altafhaji786@yahoo.co.in 


JK- Practitioner Vol.16, No (1- 2) January-June 2011 


47 





do passive and active shoulder exercises from the first 
postoperative day. Drains were removed once the 
drainage was less than 20ml. incidence of seroma 

formation in both the groups was compared using Chi- 
square test. 

Results: 

Each group consisted of forty patients with a mean 
age of 51.43 years (SD-9.83) and mean body madd 
index of25.11 (SD-3.68). 

The mean number of node^ in the surgical 
specimen was 16.36 (16.88 in the study group and 
15.85 in the control group; p>0.05) and the mean 
number of pathologically positive nodes was 4.06 (4.30 
in the study group and 3.83 in the control group- 
p>0.05). 6 F 

The mean number of days to drain removal was 
8.13 (range 3-20 days) and was similar in both the 
patient populations (mean 7 days with range 3-16 days 
in the study and mean 9.25 days with range 3-20 days in 
the control group; p>0.05). Mean total volume of drain 
(TVD) aspirate was 523.32 ml (range 29-1750 ml; 
mean TVD in study group =448.80ml, range 29- 
1323ml; mean TVD in control group= 597.85ml, range 
101-1750ml). This difference was also not statistically 
significant (P>0.05). The incidence of perinodal spread 
of disease was 34 patients (42.5%) out of the total of 80 
(45% in the study group and 40% in the control gmup' 
p>0.05). 

The incidence of seroma formation in study group 
(patients in whom the axillary dead space was closed) 
was found to be 27.5% (n=ll) while in the control 
group (axillary dead space not closed) the incidence 
was found to be 30% (n=12). This difference in 
incidence of seoma formation between the two groups 
is not statistically significant (p>0.05). 

The mean number of days of aspiration required 
for patients with seroma formation was similar with no 
significant difference in the two arms (1.38 days in 
study arm vs. 1.68 days in the control arm; p>0.05). 

The number of days to drain removal, TVD and the 
number of days of aspiration required in case of seroma 
formation had no correlation to whether the patient had 
obliteration of the dead space or not (p>0.05 in each 
case). Also there was no association of seroma 
formation with nodal status of the disease. 

The only significant correlations detected in this 
study were that of Body Mass index (BMl)to the TVD 
and to the number of days to drain removal (p=0.001 
and p=0.0011 respectively). 


original a rticle 

significant morbidity for the patient. Tejler et al 
reported that 17% of total hospital stay was due ,o * ! 
mastectomy morbidity ». I, is already evident that^e 
of drams following axillary dissection significant!! 
reduces the risk of subsequent seroma formation* 1 
Various methods have been reported with a view to 
reduce the incidence of seroma including the use of 
utrasomc scissors for axillary dissection”, use of fibrin 
glue , fibrin sealant , etc. It has been noted in these and 
various similar studies” that these methods might heln 
in reducing the the incidence of seroma but further 
studies are required to assess the real impact on lone- 

term morbidity ofsuch techniques. ^ 

• ul n OUI ^ Study ,n the post °P erat 've period all the 
*11 4 • , respect to level of 

axillary dissection, use of cautery, size of drains 

apphcation of compression dressings and schedule for 
shoulder exercises. Only variable surgical factor was 
closure of axillary dead space with few interrupted 
polyglactin sutures so as to obliterate the space in foriv 
patients while the other group of forty patients did not 
undergo closure of the axillary dead space. 

We found that the incidence of seroma in the study 

- d n r r “‘ was s,a,is,ical| y insignificant 

(p>0.05). This is in contrary to the findings of a 
prospective randomized trial conducted by Covenev 
et.al . This study revealed a statistically significant 
decrease in the incidence of seroma formation in the 
group that had closure of axillaruy dead space. 

The only significant observation noted in our study 
was the positive association between BMI to TVD and 
BMI to number of days to axillary drain removal. This 
possibly is due to increased lymphatics in the fatty 
tissue in the axilla. 7 

Conclusion: 

The conclusions from our study indicatge that 
closure of axillary dead space post modified radical 
mastectomy has no impact on the incidence of seroma 
formation. May be a larger sample group may provide 
more definite answers in the future. 
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Discussion: 

Modified radical mastectomy and breast conserving 
surgery are the different methods that are adopted for 
breast cancer surgery with equal cure rates. Axillary 
dissection is an essential component of both the 
procedures. Most common complication after breast 
cancer surgery is seroma formation’* and accounts for a 


48 


IK- Practitioner Vol. 16. No (1- 2) January-June 2011 



o riginal article _ 

p f r tr fnccs7 

^T^Xadych K, Donegan WL Post mastectomy scromas and wound 
drainage. Surg. Gynecol Obstct 1987,165 483-87. 

2 ) Tejler G, Aspcgren K. Complications and hospital stay after 
surgery for breast cancer: a prospective study of 385 patients. 
BrJ Surg 1985;72:542-44. 

3) Vinton AL, Traverso LW, Jolly PC. Wound complications after 
modified radical mastectomy compared with tylcctomy with 
axillary lymph node dissection. Am J Surg 1991 ;161(5):584- 
588. 

4) Wedgewood Kr, Benson EA. Non-tumor morbidity and 
mortality after modified radical mastectomy. Ann R Coll Surg 
Engl 1992;74(5);314-317. 

5) Say CC, Donegan WL. A Biostatical evaluation of 
complications from mastectomy, Surg Gynecol Obstct 
1974;138:370-376. 

6) Dinsmorc RC, Harris JA, Gustafson RJ. Effect of fibrin glue on 
lymphatic drainage after modified radical mastectomy: a 
prostective randomized trial. Am Surg 2000;66( 10): 982-985. 

7) Gilly FN, Francois Y, Sayag-Beaujard AC, Glchen O, Brachet 
A, Vignal J. Prevention of lymphonhca by means of fibrin glue 
after axillary lymphadenectomy in breast cancer: prospective 
randomized trial. Eur Surg Res 1998;30(6):439-443. 

8) Moore M, Burak WE, Jr, Nelson E, Kearney T, Simmons R, 
Mayers L, Spotnitz WD. Fibrin sealant reduces the duration 
and amount of fluid drainage after axillary dissection: a 
randomized prospective clinical trial. J Am Coll Surg 2001; 
192(5):591-599. 

9) Uden P, Aspcgren K, Balldin G, Game JP, Larsson SA. Fibrin 
adhesive in radical mastectomy. Eur J Surg 1993;159(5):263- 
265. 

10) Vaxman F, Kolbe A, Stricher F, Zund D. Does fibrin glue 
improve drainage after axillary lymph node dissection? Dur 
Surg Res 1995;27:346-352. 

11) Christodoulakis M, Sanidas E, de Bree E, Michalakis 
J.Volakakis E, Tsiftsis D. Axillary lymphadenectomy for 
breast cancer-the influence of shoulder mobilization on 


lumphatic drainage. Eur J Surg Oncol 2003.29(4) 303 305 

12) Jansen RF. van Geel AN. de Groot HG. Rottier AB. Olthu.s 
GA. van putten WL. Immediate versus delayed shoulder 
exercises after axillary lymph node dissection. AM J Surg 
1990; 160(5):481-484. 

13) O'Hea BJ, Ho MN, Petrek JA. External compression dressing 
versus standard dressing after axillary lymphadenectomy. Am 
J Surg 1999.177(6):450-453. 

14) Van der Horst CM, Renter JA. dc Jong MT, Keeman JN 
Shoulder function following early mobilization of the shoulder 
after mastectomy and axillary dissection. Nclh J Surg 
I985;37(4): 105-108. 

15) Cant P. Personal communication: trial of tranexamic acid in 
seroma prevention. 2004. 

16) Convey EC. O'Dwyer PJ. Geraghty JG, O'Higgins NJ. Effect 
of closing dead space on seroma formation after mastcctomy-a 
prospective randomized clinical trial. Eur J Surg Oncol 
1993; 19(2): 143-146. 

17) Kuroi K. Shimozuma K, Taguchi T, Imai H, Yamashiro H, 
Ohsumi S, Saito S. Effect of Machanical Closure of Dead 
Space on Seroma Formation After Breast Surgery. Breast 
Cancer 2006; 13(3):260-265. 

18) Esmat H, Ahmad K, Masoume N, Mandana E, Homeira H, Ali 
M. Seroma formation after surgery for breast cancer World J 
Surg Oncol 2004;2:44. 

19) Tejler G, Aspegren K. Complications and hospital stay after 
surgery for breast cancer: a prospective study of 385 patients. 
BrJ Surg 1985;72:542-4. 

20) Divino CM, Kuerer HM, Tartter PI, Drains prevent seroma 
following lumpectomy with axillary dissection. The breast 
journal, 2000;6:31-33. 

21) Lumachi F, Burelli P, Basso SM, Lacobone M, Ermani M. 
Usefulness of ultrasound scissors in reducing serous drainage 
after axillary dissection for breast cancer: a prospective 
randomized clinical study. Am Surg 2004,70:80-84. 


49 


JK- Practitioner Vol. 16, No (1- 2) January-June 2011 



original article 

Lesions. 


Iqbal Lone, Suhail Malik, Azra Shah, Parveen Shah. Parveen Reshi, S .Chandrashekara, S.PArun Kumar. 


Abstract:- 

'Atherosclerosis' is a slowly progressive disease that begins in childhood and develops slowly over 
decades.To quantify the inflammatory component of of atherosclerotic lesions by histological morphometry 
and its correlation with histological subtypes of atherosclerotic lesions.He wanted All types of 
atherosclerotic lesions (Type I to Type VI) lesions, as per Starry classification of atherosclerotic lesions 
were selected with total of 70 vessel specimens. Samples of aorta, right coronary artery (RCA), left 
coronary artery(LCA) and left circumflex artery(Lcx) were taken while dissection of hearts. The 
conventional microscopy was used for morphometric analysis. Normality test and computer based Kruskal 
Wallis stastic analysis was applied for the cell count data.The morphometric analysis revealed that the total 
cell count increased as the lesion type advanced. The cell distribution was statistically highly significant with 
P< 0.0001 for foamy cells, P<0.0124 for smooth muscle cells, P<0.0134 for macrophages, and P<0.0001 
for lymphocytes. From the present study it can be concluded that the pathogenesis of atherosclerosis is an 
inflammatory process irrespective of the inciting agent. 

JK-Practitioner 2011:16(11:50-54 


Introduction 

Atherosclerotic lesions were identified in 
Egyptian and Grecian mummies dating to 1580 B.C. 1 
The lesions were recognized by physicians at autopsy in 
the sixteenth century described in detail by European 
physicians in nineteenth century. 21 The term 
'Atherosclerosis’ was introduced by Marchand in 1904, 
to denote the characteristics of the prominent arterial 
lesion, which consists of soft basocentral atheroma 
(athere=gruel in Greek) and an overlying firm (sclerotic) 
fibrous cap. Hypothesis that an injury to the endothelium 
might precipitate the atherosclerotic process a notion 
rooted by Father of pathology 'Sir Rudolf Virchow' in 
Berlin, 18564. From (1973 1999) and time to time 

reports by Rusell Ross stating atherosclerosis as 
inflammatory process/" Presently most workers state 
that in addition to lipid hypothesis, inflammatory 
component is a factor responsible, especially in 
destabilization of plaque which causes the 
compl ications as heart attacks and strokes or gangrene of 
limbs . Regarding morphology of atherosclerosis the 
major break through came in 1994 when Stary H.C. et al. 
came out with a standard histological classification of 
atherosclerotic lesions approved by American heart 
association steering committee same year." So time to 
time Car the past century there has been extensive work 
on atherosclerotic process, much has been discovered 
but the subject skill remains wide open as stated by 
Rusell Ross : The pathogesis of atherosclerosis a 
perspective for 21 st'century/ The overwhelming 
importance of atherosclerosis made the interest to 


undertake this study of analyzing inflammatory cells in 
various histological types of atherosclerotic lesions and 
assess the inflammatory load on types of atherosclerotic 
lesions (type I to type VI).* The time to time clinical data 
suggest that more is to be learned about atherosclerosis."' 
Plasma fibrinogen and Crelative protein (CRP) and 
potent predictors of risk for major atherosclerotic 
events." Cytomegalovirus, chlamydia pneumonia, 
herpes virus and H.pylori have been demonstrated in 
atherosclerotic plaques. 12 n Atherosclerotic lesions have 
regional accumulations of macrophages, smooth muscle 
cells and T lymphocytes." Oxidized low densty 
lipoprotein (LDL) is a big component in endothelial 
injury, inducing formation of adhesive cell surface 
glycoproteins.' 5 
Aims and Objectives: 

To quantify the inflammatory component of of 
atherosclerotic lesions by histological morphometry and 
its correlation with histological subtypes of 
atherosclerotic lesions. 

Materials and Methods: 

Total of 70 vessel specimens from 42 gross heart organs 
of the patients who died due to myocardial infarctionl 
(MI) mainly or other conditions and underwent 
postmortem examination during a period of five years 
were selected. Samples of aorta, right coronary artery 
(RCA), left coronary artery (LCA) and left circumflex 
artery (Lex) were taken while dissection of hearts.The 
time interval between onset of cardiac symptoms and 
death was not well documented but the time interval 
between death and autopsy ranged from 3 to 12 hours. 


Key words: atherosclerotic lesions, inflammation, autopsy, coronary vessels, intima, morphometry. 
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Vmpies from muti,ated bodies and/or showing gross 
decomposition were excluded. Cases having time 
'nterval between death and autopsy more than 12 hours 
Ivere not included in our study. Immediately after 
'ejection the specimens were assessed macroscopically 
for atherosclerotic lesions. Each specimen was cross 
sectioned in 3-4 mm segments and fixed in 10% neutral 
buffer formalin for 6 hrs, then autoprocessed to paraffin 
blocks. Specimens were sectioned at 3 microns and 
were stained with haemotoxy lin and cosin. 
Morphometry and Quantification 
Morphometry is quantitative description of geometric 
features of structures such as tissue, cells, nuclie or 
nucleoli. Eyepiece micrometer used was engraved with 
a scale of I cm. length divided into 1/10 and 1/100th 
graduation. Calculations: Measurements and counting 
was done under high power (40x) magnification. Eye 
piece was giving (l Ox) magnification to both 
micrometer and the section so could be omitted. So 1 cm 
length = 10 mm. Magnification used 40 x. 1 cm of 
micrometer is equal to 1 cm/40 of tissue section. So I 
cm ofeye piece is equal to 0.25 mm oftissue section and 
all calculations were made accordingly, (eg. 0.25 x 0.25 
x 16 = I mm’). Stage movement of 1 mm was 
corresponding with 1 mm movement in the field under 
vision. All observations were made by three observers 
to reduce interobserver bias. 

Observation: 

Each specimen was assessed for the stage of plaque 
development, determined microscopically by the most 
advanced portion of each lesion examined according to 
criteria described by Stary et al.(Figure-l). The heart 
specimens of 42 patients (39 males aged 23-72 years 
and 3 females aged 37- 48 years who died of MI (34 
patients) or other conditions (8 patients) formed the 
source of the artery specimens. Lesions seen were as 
follows: Type 1 : Total of 10 specimens of type I lesion 
were included in this study from 9 autopsy cases (8 male 
age 25-60 years and 1 female 45 years.). 7 specimens 
were from aorta, 2 from RCA and 1 from LCA. The 
intimal lining was elevated and smooth. Type II : Total 
of 10 specimens of type II lesion were included from 8 
autopsy cases (7 male aged 23 65 years, 1 female 37 
years). 5 specimens from aorta 3 from RCA, 1 from 
LCA, 1 from Lex. Type II lesions consisted primarily of 
layers of macrophages, foamy cells and lipid laden 
smooth muscle cells and included lesions grossly 
designated as fatty streaks. No extra cellular lipid was 
seen. Type III : Total of 10 specimens were taken from 
10 autopsy cases (9 males aged 25 to 45 years and 1 
female 48 years). 5 specimens were from aorta, 2 from 
RCA and 3 from LCA. These lesions having small pools 
of extracellular lipid which had lipid laden foamy cells 
and macrophage mostly around the lipid areas. The 
intimal structure was still maintained. Advanced 
lesions: Total of 10 specimens of type IV lesion were 
taken from 9 autopsy cases (all males aged 38 68 years. 
2 from aorta, 3 from RCA and 5 from LCA. The cells 
were mainly seen at angles and surrounding the lipid 
core. Type V lesions : Three subtypes of type V lesions 
were included with total of 15 specimens: Type Va 
fibroatheroma 5 specimens, Vbcalcific lesion5 
specimens, Vcfibrotic lesion5 specimens. Specimens 


were taken from 13 autopsy cases. Va 

males aged 38 68 years and 1 female aged 48 years), 2 

from RCA, 3 from LCA. Vb - from 4 cases (all males 

aged 40 72 years), 2 from aorta, 1 from RC , 

LCA. Vc - from 5 autopsy cases (all males age - 
years), 2 from RCA, 2 from LCA, one from LCx n 
these lesions the inflammatory cells were also seen n 
media and adventitia but quantification was done in 
intimal area only. The lumen was well narrowed an 
even obstructed but no surface defect was seen, 
much fibrosis seen in these lesions was apparent in 
layers with lipid core in type Va. Type Vb consisted of 
any type of lesion ranging from III to VI but 
calcification gave the category type Vb. Complicated 
lesions: with surface defect in intima (Via), with 
thrombus attached (VIb), with hemorrhage in lesion 
(Vic). Total of 15 specimens with 5 to each subtype 
were taken from 12 autopsy cases. Via From 5 autopsy 
cases, 5 males aged 25 60 years, 4 from LCA, I from 
RCA. From 4 male autopsy cases aged (38 58 years) 3 
from RCA, 1 from aorta. 1 from LCA. From 4 male 
autopsy cases aged 25 50 years 3 from LCA, 2 from 
RCA. Surface defect included fissures and ulceration. 
Hemorrhage was seen both internal and in lesions with 
surface defect. Thrombosis was the main obstructive 
lesion seen. The cell population was dense scattered 
through out the lesion but more so in the area ot 
complication. All specimens corresponded and fitted 
well in Stary classification lesions from type 1 to VI. The 
inflammatory cells encountered and analysed 
morphometrically were foamy cells, 
SMCs,macrophages and lymphocytes.(Figurc-2). 
Discussion:- 

In this study all types of atherosclerotic lesions (type I to 
type VI lesions) were selected with total of 70 
specimens. The morphometric analysis revealed that 
the total cell count increased as the lesion type 
advanced. 

(Table-!) Maximum inflammatory cell were seen in 
type Via (with surface defect). The inflammatory cells 
were mostly encountered at the angles of the atheroma 
(area prone to complication). There is variation in 
differential count of early lesions in comparison to 
advanced lesions. Foamy macrophages show- a peak in 
initial lesions (type I, type II and type 111 lesions) 
meaning uptake of lipid by macrophages and then 
accumulating it at the site to form atheroma. 1 Foamy 
macrophages in type IV lesions are seen marginating 
the core of the plaque, meaning an accumulator)’ 
process to form an atheroma. 1 ’ Further correlation was 
that, again increase in foamy macrophages was seen in 
complicated lesions as in type VIb, that is macrophages 
take up lipid again. The distribution of foamy cells in 
type 1 VI lesions in our study was highly significant 
statistically with P value < 0.0001, to indicate a process 
resulting due to insult. The smooth muscle cells (SMCs) 
showed a early peak in early lesions and intermediate 
lesions but a decline in complicated lesions. This is also 
correlating with present principles about the SMCs 
proliferation in early lesions and decrease in 
complicated lesions as there is apoptotic cell death of 
SMCs with the advancement of lesions." 1 So there is 
decrease in collagen matrix in advanced lesions thereby 
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becoming prone to complication. The distribution of 
SMCs was statistically significant with P value < 0 01 ">4 
m relation to type I type VI lesions) remaining nearly 
constant with slight decrease in complicated lesions. 
Macrophages, formed the main cellular element 
throughout the lesions type 1 type VI correlating with 
the principle of troughout proliferation of macrophages 
in the atherogenesis. Macrophage cell distribution in 
type I to type VI, was statistically significant with P 
value < 0.0134 in our study. The presence of 
macrophages in all lesions making the lesions 
susceptible to complications at any stage could be 
appreciated from our study. The macrophage 
distribution in all lesions type I VI correlated with the 
belief that macrophages play the main role in mediating 
molecules throughout the process of atherogenesis.' 9 
Lymphocyte distribution was the most important 
finding starting to accumulate in early lesions and 
peaking in complicated lesions ( type IV to type VI ) 
correlating with the notion of atherogenesis as a chronic 
inflammatory process. In our study the lymphocyte 
distribution was statistically highly significant with P 
value less than 0.0001. Fibrous plaque showing 
decreased lymphocytes also correlates with belief that 
the healing can also occur in atherosclerotic lesions and 
the lesions are regressible. These findings go well with 
other studies which conclude atherogenesis as an 
inflammatory process in response to an insult (lipid and 
inflammatory' hypothesis): macrophages, foamy cells, 
SMCs are the basic cells in pathogenesis of 
atherosclerosis along with T lymphocytes. First, 
macrophages within the plaque are scavenging cells that 
accumulate lipid to become foam cells. Macrophage arid 
extracellular lipid accumulation expands the lipid core 
of lesions, destroying intimal tissue and fibrous caps, 
and also results in progressive tissue destruction of the 
media and elastic lamina below the core. 2021 22 SMCs in 
atherosclerotic plaques have low levels of cell 
proliferation.'"Extensive characterisation of lesion 
development has shown that cell proliferation is low in 
early atherosclerosis (Stary type I lesion stage), peaks in 
the intermediate lesions (Stary type II-IV), and declines 
in advanced fibroproliferative. complicated plaques 
(Stary type V lesions). Although cell proliferation 
increases after plaque rupture, the cells that proliferate 
are macrophages, not SMCs. This indicates that SMCs 
proliferation is reduced as plaques ages, and does not 
increase after plaque rupture. 2J2V} Our study correlates 
well with the studies of Peter Libby, vulnerable plaques 
contain high inflammmatory cell content and rupture of 
vulnerable atherosclerotic plaque is mechanistically 
linked to inflammatory process. 7 The presence of 
inflammatory cells at the angle of plaque correlates well 
with the study of Peter Libby showing presence of 
SMCs and T lymphocytes with macrophages in these 
areas of the lesions and their role in rupture of plaque. 10 
As our study shows peak of lymphocytes in advanced 
lesions correlates well with the study of Vander Wal 
which showed increase in T lymphocytes in advanced 
lesions and decrease of SMCs in advanced lesions. 26 
Present study when compared with the studies that 
conclude atherosclerosis as an inflammatory process 
holds well to support the basis of lipid and inflammatory 
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hypothesis of atherosclerosis. This is the basis of the 
studies done by Russel Ross, D M Braganza, Peter 
Libby, Vander Wal and James Foster. 791,27 M R 0 | e Q f 
inflammation in plaque rupture is believed to be due to 
monocyte/macrophages being present in atherosclerotic 
plaques from the earliest lesions to complicated 
ruptured plaques. Activated macrophages infiltrate the 
fibrous cap, especially at the shoulder region where the 
cap joins the more normal vessel wall, a particular site 
for plaque rupture. Macrophage infiltration along with 
SMCs proliferation and change of macrophages to 
foamy cells giving rise to atheroma formation and in the 
final stage the decrease in smooth muscle cell and 
infiltration by lymphocytes give a multistep look to the 
process of atherogenesis. This provides the advantage 
for selective interference at some stage to stop the 
complication of the lesion. Improving plaque stability is 
a new therapeutic aim based on the pathogenesis of 
plaque rupture which can be achieved by inhibition of 
inflammatory response. 27 It reduces inflammation, 
stabilizes the plaque and reduces the thrombogenicity. 
Atherosclerosis is a dynamic process with plaque 
undergoing continual cycle of erosion and repair. The 
cycle of erosion and repair gives rise to plaque rupture, 
plaque growth, thrombosis and finally luminal 
occlusion. 2 * What ever the inciting agent in the presence 
of high LDL levels there is an undisputed inflammatory 
component in the process of atherogenesis. Clinically 
we aim to improve the stability of established 
atherosclerotic plaques by reducing both lipid and 
inflammatory cell contents, indirectly increasing 
vascular smooth muscle Cell content and thereby 
collagen content. Interrupting the cycle of sub-clinical 
plaque rupture/erosion and repair also inhibits plaque 
progression and reduces the appearance of new lesions. 
The therapy for coronary artery disease might include 
various combinations of the Mediteranean or low fat 
diet, endothelial passivation, lipid lowering drugs, 
antioxidants, antiplatelet agents and the anti¬ 
inflammatory drugs. 29 There is thus huge scope and 
requirement for drugs that further reduce the 
inflammation within plaque to promote stability. 
Summary and Conclusions 

The main findings are that the total cell count increased 
with advancement of lesion from type I to type VI. The 
inflammatory cells seen were foamy cells, smooth 
muscle cells, macrophages and lymphocytes. Foamy 
cells showed a peak in early lesions.and the cell 
distribution was statistically highly significant with P 
value < 0.0001. Macrophages remained more consistent 
through all types of lesions from type I to type VI with 
statistically significant distribution with P value < 
0.0134. Smooth muscle cells also had consistent 
distribution in all types of lesions but with a slight 
decrease in advanced lesions with distribution 
statistically significant with P value < 0.0124. 
Lymphocytes showed peak in advanced type of lesions 
with distributions statistically highly significant with a P 
value < 0.0001. The overall distribution of inflammatory 
cells in atherosclerotic lesions in relation to 
inflammatory process was statistically highly 
significant mainly that of foamy cells and lymphocytes. 
The macrophages remaining consistent throughout the 
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process are a constant source of proinflammatory 
molecules. The early lesions are protected by 
proliferation of SMCs which decrease in advanced type 
of lesions. -The lymphocytes in the advanced type of 
lesions relate the process to a chronic inflammatory 
condition. From the present study it can be concluded 
that the pathogenesis of atherosclerosis is an 
inflammatory process irrespective of the inciting agent 
and the complications are as a result of increased 
inflammation in advanced lesions. 

FUTURE A PPROA CHES 

The ability to target molecules specifically to sites at 
increased risk represents an exiciting approach to 
treatment both of the restenosis and of the primary 


atherosclerotic lesions. Smooth muscle and monocyte 
replication and connective tissue formation, together 
with lipid accumulation, provides numerous entry 
points for selective interference and inhibition of the 
process of atherogenesis. Should these become 
excessive and prolonged they can both destroy 
sufficient tissue and induce such a chronic 
inflammatory-flbroproliferative response that the 
intended protection becomes a disease entity itself. 
Thus, optimization of inflammatory response may 
represent a key to development of new approaches to 
treatment and prevention of this disease process that is 
responsible for such enormous morbidity and mortality 
in developed countries. 


TABLE 1 TOTAL CELL COUNT STATISTICAL DATA (Total number of lesions = 70) with graph. 

Type of I I 

lesion _ 1 I H I 111 IV Va I Vb I Vc Via Vlb VI. 

Median_72.8 


75% 

Percentile _ 96 162.4 


Maximu m | 116 | 199.2 


Mean 76 123.8 


Std. 

Deviation 


Std. Error 


Lower 95% 

Cl _ 


Upper 95% 

Cl _ 


Normality Test 
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P value 
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Significance of hypophosphatemia as an indicator of severity in patients 
admitted with bacterial pneumonias-a prospective study. 

Bashir Ahmed Shah, Muzafar Ahmed Naik, Mushtaq Ahmed Siddiqi, Mohammed Akhtar Naikoo, Tasaduq 
Hussain Bhat, Fayaz Ahmed Sofi, Ghulam Nabi Dhobi, Afaq Ahmad Khan. 



abstract 

We performed this prospective study in the department of Internal Medicine of Sher-i-Kashmir Institute of 
Medical Sciences, Srinagar. Patients of pneumonia as defined in the protocol were taken into study during 
the period of March 2001 to October 2003. One hundred patients fulfilling the criteria of acute illness with 
radiological pulmonary shadowing which was either at least segmental or present in more than one lobe 
and which was neither pre-existing nor of other known cause. The patients were subdivided into two 
groups based on their serum phosphorus level at admission or before four days of onset of pneumonia if it 
was acquired in hospital. Hypophosphatemia (group 1) was defined as serum phosphorus of less than 3.5 
mg /dl and normophosphatemia (group 2) as serum phosphorus of more than or equal to 3.5mg/dl. 
Another one hundred randomly selected patients treated for conditions other than pneumonia comprised 
the control group (group 3).The serum phosphorus was repeated on day four in all the three groups. The 
three groups were compared in respect to laboratory data, hospital stay and mortality. The patients with 
hypophosphatemia had low albumin, low calcium and longer duration of stay in the hospital as compared to 
normophosphatemic patients. In addition to that those patients who were normophosphatemic at 
admission and developed hypophosphatemia in hospital had higher mortality than patients with 
hypophosphatemia on admission. Groups (1&2) were compared in respect to laboratory data , duration of 
hospital stay in days , and mortality .Then laboratory data of patients in group 3 was compared with 
patients with bacterial pneumonias (group 1&2). Among one hundred patients with bacterial pneumonia 
(group 1&2) greater (p<0.0001) number (44 out of 100,44%) of patients developed hypophosphatemia 
(mean phosphorus 2.672±0.73 mg/dl) as compared to one hundred controls (group 3) where only 
fourteen patients developed hypophosphatemia (mean level 3.01±0.79 mg/dl). Patients with pneumonia 
demonstrated lower levels (p<0.001) of calcium, phosphorus & albumin compared with controls (group 3). 
Among patients with pneumonia, those with hypophosphatemia had lower levels (p<0.05) of calcium, 
albumin& potassium compared to those with normophosphatemia (group 3). Furthermore patients in 
group (1&2) demonstrated higher levels of glucose & creatinine kinase (p<0.012) compared to 
normophosphatemic counterparts (group 2). In addition patients with hypophosphatemia had mean stay 
of (10.86±2.17) days as compared to (8.32±2.72) days (p < 0.001) in normophosphatemia pneumonia 
patients. Among group (18t2) 16 out of 44 hypophosphatemia patients had normophosphatemia on 
admission and later developed hypophosphatemia in hospital of which 9 died (56.25%) and twenty eight 
had hypophosphatemia at admission out of which three patients died (10.71%). Patients with pneumonia 
and hypophosphatemia have low levels of calcium, albumin & potassium. They also have higher morbidity 
and mortality. Mortality increases if hypophosphatemia is acquired during hospital stay. 
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INTRODUCTION: 

Pneumonias remain the Fifth most common cause of 
death in the United States each year and account for 
55,000 deaths each year. Despite great advances in the 
control of infectious diseases and the development and 
use of potent antimicrobial agents, pneumonia 
continues to be a relatively common illness '. An annual 
attack rate of 10 to 14 cases per 1000 persons has been 
estimated and the number of deaths caused by 
pneumococci alone approach to 30,000 2 .Most cases of 
radio logically proven pneumonia are not severe in the 
normal host; only 15 to 20% of patients with pneumonia 
require hospitalization. The mortality rate of pneumonia 
in the outpatient setting is < 5% but patients who require 


hospitalization; mortality rate approaches 25% 
especially if the individual requires admission to ICU 
\ The mortality due to pneumonia in published studies 
over last 25 years has ranged from 6.7 to 18% in British 
series and from 6 to 24% in American studies \ In 
patients, with pneumococcal bacteremia the 
reportedly mortality is higher ranging from 10to50% f 
6 Besides other factors hypophosphatemia has been 
shown to affect the morbidity and mortality of patients 
with bacterial pneumonias. Hypophosphatemia is well 
known to have adverse effects on many aspects of cell 
function. This may include diminished ability of 
granulocytes for phagocytosis and chemo taxis in a 
low phosphorus environment 
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METHODS 

This prospective study was done in the department 
of internal medicine from March 2001 to October 2003. 
One hundred patients who had an acute illness with 
radiological pulmonary shadowing which was either at 
least segmental or present in more than one lobe and 
which was neither pre-existing nor of other known 
cause, were included in the study. Patients excluded 
were those with respiratory alkalosis (pH > 7.5), 
chronic alcoholics, alcohol withdrawal, antacid 
therapy, congestive cardiac failure, gram negative 
sepsis, pulmonary tuberculosis, patients on diuretics, 
hyperparathyroidism, renal failure, patients on 
immunosuppressant and patients with concomitant 
malignancy. Another one hundred randomly selected 
hospitalized patients treated for conditions other than 
pneumonia comprised the control group. Exclusion 
criteria were similar for both case and control groups. 
After complete history and physical examination, 
investigations like hemogram with ESR, liver function 
tests, kidney function tests and other serum 
biochemical parameters like blood sugar, calcium, 
phosphorus, electrolytes, arterial blood gas were done. 
X-ray chest PA view and sputum for gram stain, AFB 
stain and culture was also undertaken. The 
biochemistry was repeated on fourth and seventh day 
of admission in both the case and control groups. 
Laboratory parameters, hospital stay and mortality 
rates were studied in all the three groups. Chi square 
and stepwise multivariate logistic regression values 
were considered for statistical analysis. The aim of this 
study was to find the significance of 
hypophosphatemia as an indicator of severity in our 
patients admitted with bacterial pneumonias. 
RESULTS 

A total of 100 patients were included having the 
diagnosis of bacterial pneumonia at the time of 
admission or contracted it in the hospital. Mean age 
was 52.3± 15.73(12-75 yrs) with male : female ratio of 
1 .2:1 in the case group (group 1 &2) and mean age was 
47.7± 14.01 (10-70 yrs) with male female ratio 1.07:1 in 
the control group (group 3). In group (1&2) 44 patients 
developed hypophosphatemia (p<0.0001) (mean 
phosphorus 2.87±0.49 mg/dl) and 14 patients among 
controls (group 3) developed hypophosphatemia 
(mean level 3.01± 0.572 mg/dl).Patients with 
pneumonia demonstrated lower levels of calcium 8.83 
± .84 mg/dl (p<0.034), albumin 3.34 ±.48 mg/dl 
(p<0.001), & phosphorus 3.93 ±1.2 mg/dl (p<0.05) as 
compared to control subjects (group 3 ). Patients with 
pneumonia demonstrated higher levels of glucose 
108.32± 19.67 mg/dl (p<0.012), CPK 158 ± 198.4 U/l 
(p<03) & bicarbonate 26.614 ± 6.585 mmol/L 
(p<0.05) as compared to group 3. Among patients with 
pneumonia, those with hypophosphatemia (group 1) 
(p<.001) demonstrated lower levels of potassium mean 
3.1091 ±.37 meq/L (p<.0001), calcium mean level 
8.5227 ±.65 mg/dl(p<.001) & albumin mean 3.1909 
±.405 mg/dl (p<.004) as compared to 


normophosphatemic pneumonia patients (group 2) 
Patients with hypophosphatemia had mean stay of 
10.86±2.17 days as compared to 8.32±2.72 days 
(p< 0 . 0001 ) in normophosphatemia pneumonia 
patients. Out of 44 patients of hypophosphatemia with 
pneumonia 16 patients had normophosphatemia on 
admission but later developed hypophosphatemia in 
hospital of which 9 died (56.25%) died. Twenty eight 
out of44 patients had hypophosphatemia on admission 
and only three patients died (10.71%). 

DISCUSSION 

Pneumonia is the most common life threatening 
infectious disease. The mortality rate of pneumonia 
patients in out patient settings is low in the range of I- 
5%, but among patients who require admission the 
mortality rate approaches 25% particularly if the 
patient requires admission to the intensive care units 
11. Various laboratory parameters have been found to 
have an impact on the morbidity and mortality of 
patients admitted with pneumonia. The present study 
was undertaken with an aim to study the impact of 
hypophosphatemia. The study population consisted of 
100 patients of community acquired pneumonia as 
defined by British Thoracic Society 4 with mean age of 
52.3± 15.73(12-75 yrs). The male to female ratio was 
1.2: 1. Another randomly selected 100 patients of 
diseases other than pneumonia comprised control 
group, with mean age 47.7± 14.01 (10-70 yrs). Male to 
female ratio was 1.07: 1. Case and controls were 
comparable with respect to age and sex. In the cases 
group 44 patients were found to have serum 
phosphorous level below 3.5 mg/dl and 56 patients 
were found to have serum phosphorus levels >3.5 
mg/ml. In the control group (group 3) 10 patients were 
found to have serum phosphorus levels below 3.5 
mg/dl and 90 patients were found, to have scrum 
phosphorus level £ 3.5 mg/dl. The results of our study 
were consistent with studies by RamkumarT Sankaran 
etal 

Among patients who experienced 
hypophosphatemia (group 1), 28 patients were 
admitted with low phosphorous level and 16 patients 
had normal phosphorus levels during admission and 
subsequently developed hypophosphatemia in the 
hospital. Three of 28 patients (12%) with admission 
hypophosphatemia and 9 out of 16 (52.5%) patients 
with in hospital hypophosphatemia died. Three out of 
56 patients with normophosphatemia (group 2) died. 
Patients of hypophosphatemia had mean stay of 10.85± 
2.17 days as compared to 8.32±2.72 days (p <0.0001) 
in normophosphatemia pneumonia patients. 

CONCLUSION 

In conclusion patients with pneumonia and 
hypophosphatemia have higher morbidity and 
mortality and mortality increases if hypophosphatemia 
is acquired during hospital stay. 
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Lipid Peroxidation and Antioxidant status in Preeclampsia 
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ABSTRACT 

MBS 

hat oxidative stress T* d , eCreas .! d antio * idant levels in preeclamptic women sagged 

condiHonf ^ P'' e ^®" ti on t o°Pi®edarnpsia^n 5 women'at high'risk^fthfs 


INTRODUCTION 

Preeclampsia is a common problem during 
pregnancy, affecting about one in seven pregnant 
women around the world I. Oxidative stress increases 
during preeclampsia and results in increased 
production of lipid peroxides.reactive oxygen species 
and superoxide anion radicals to cause endothelial 
injury and dysfunction, platelet and neutrophil 
activation 2,3.4. Antioxidants such as carotenoids, 
tocopherols and ascorbic acid, due to their capacity' for 
scavenging free radicals and their function as inhibitors 
of reactive oxygen species are lower in women with 
preeclampsia 5 .However some studies have not found 
raised levels of oxidative stress markers or lowered 
levels of antioxidants in preeclampsia 6. These 
observations have given rise to increased interest on 
study of relative changes in oxidative stress markers and 
antioxidant levels in preeclamptic and normal pregnant 

w omen to focus some light in the pathogenesis of the 
disease. 

IMATERIALAND METHODS 

Fifty' preeclamptic patients between 30 to 40 
weeks of gestation were included in the study. Fifty 
healthy pregnant women with normal blood pressure, 
age and gestation matched constituted the control group. 
Those suffering from diabetes mellitus,renal 
disease.primary hy pertension, rheumatoid arthritis and 
those on multivitamin supplementation were excluded 
from both the groups.Blood samples of the study group 
were collected before starting antihypertensive 
medication.Eight milliliter of venous blood was drawn 
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in disposable syringe containing 0.1 ml of 5000 
units/ml heparin. Samples were processed and 
analysed for biochemical parameter MDA, ascorbic 
acid and reduced glutathione levels. Plasma MDA 
levels were estimated by method of Beuge et al 7 using 
thiobarbituric acid (TBA). Plasma ascorbic acid levels 
were estimated colorimetrically using DTCS reagent, 
by method of Roe and Keuther 8. 

Blood levels of reduced gluthathione were 
determined by method of Beutler et al 9 using di thio- 
bis-nitro benzoic acid (DTNB). Statisticafanalysis 
between preeclamptic group and control group was 
performed. The data was expressed as mean ±SD. 
Students t-test for unpaired observations was used to 
define statistical significance. 

OBSERVATIONS 

The mean ±SD for biochemical parameters to assess 
lipid peroxidation and antioxidant status of cases and 
controls are shown in Table 1. There was significant 
increase in plasma MDA levels in patients of 
preeclampsia as compared to controls. The levels of 
plasma ascorbic acid and blood reduced glutathione 
levels were significantly decreased in preeclamptic 
patients as compared to controls. 

DISCUSSION 

Oxidative stress is the presence of reactive 
oxygen species, in excess of the buffering capacity of 
available antioxidants 10. There is an imbalance 
between lipid peroxidation and antioxidant defences in 
preeclampsia, leading to endothelial cell dysfunction 


Key words: Antioxidant, Preeclampsia, Malondialdelhyde 

Authors’Affiliations’: Sangeeta B.Singh, Kiran Dahiya M. D. (Biochemistry) Assistant Professor Mr 

Arvind Bharti M.Sc.(Medical Biochemistry) Department of Biochemistry. Teerthanker Mahaveer Medical 

nSifH? ?-> nd Research Centre, Moradabad.U.R, India & Department of Biochemistry Pt. B.D. Sharma 
PGIMS, Rohtak, Haryana, lndia.124001 

Correspondence: Dr.Sangeeta Singh D-203, Faculty Block Teerthanker Mahaveer Medical College 
and Research Centre Moradabad, U P E-mail: dr.sanqeetasinah@vahoo.in Mobile No. 09634146344. 


JK- Practitioner Vol. 16, No (1- 2) January-June 2011 


58 



^o riginal article _ 

and free radical -mediated endothelial cell injuryS, 11 
A number of reports indicate that blood levels of 
lipid peroxidation products are elevated in women with 
preeclampsia relative to normal pregnancy 12-15. 
Thiobarbituric acid reactive substances (MDA) are 
product of lipid peroxidation and are marker of 
increased oxidative stress. MDA is an aldehyde and is 
thus capable of inducing toxic effects on endothelial 
cells.We have also observed elevated MDA levels in 
preeclamptic patients compared to normal pregnant 
women. This indicates excessive generation of reactive 
oxygen species in preeclampsia.The condition may 
arise in a number of ways .It has been hypothesized that 
it may be due to focal infarct in cytotrophoblastic tissue 
of the growing placenta.lt leads to defect in placental 
perfusion, producing a relative hypoxic state in the 
placental tissue.The relative hypoxia, in a sequence of 
events leads to activation of xanthine oxidase and non 
phagocytic NADPH oxidase in the trophoblastic tissue. 
These two enzyme activity significantly increases 
generation of superoxide anion, which might be a cause 
of increased oxidative stress in preeclampsia. Placental 
oxidative stress may directly or indirectly lead to 
oxidative stress in maternal circulation 16. Several 
studies have reported decreased serum levels of 
ascorbic acid in preeclampsia compared to normal 


pregnant women3,17-19 .Consistent with pievious 
studies we have observed a significant ecrease 
plasma levels of ascorbic acid in preeclamptic putien s 

compared to normal pregnant women (p'0- * )• 1IS ,S 

probably due to utilization of excess ol ascorbate in 
removing the free radicals generated in excess amount 
in this condition.Glutathione is another non enzymic 
blood antioxidant.A number of studies have reportet 
decreased levels of reduced glutathione in 
preeclampsia4,20 .The present study clearlv shows 

significant reduction in levels of reduced glutathione in 

preeclamptic patients (p<0.001). The obseived 
deacreased level could be to combat the increased 
oxidative stress observed in these patients. 
Furthermore, decreased levels of ascorbic acid in these 
patients could be another reason for reduction in 
reduced glutathione levels. Increased MDA levels and 
decreased ascorbic acid and reduced glutathione levels 
is a clear indication of presence of maternal oxidative 
stress in preeclampsia.In conclusion,the present study 
suggests that lipid peroxidation appears to be ol 
immense value in understanding the pathophysiology 
of preeclampsia. Reductions in blood levels of 
antioxidants are the result of their excessive utilization 
to counteract the cellular changes. 


TABLE 1 

Biochemical parameters to assess lipid peroxidation and antioxidant 

Status in preeclamptic cases and controls 


Biochemical PE group Control group P value 

parameters _ n=50 _ n=50 _ 

MDA(nmol/ml) 6.31±1.02 _ 3.30±0.51 _ pcQ.OOl 

Ascorbic 0.91±0.17 1.19±0.16 p<0.001 

acid(mg/dl) __ 

Reduced 22.9±3.01 44.9±3.01 p<0.001 

Glutathione(mg/dl) _ 

Abbreviations: PE, preeclampsia. Values are given as mean±SD 
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Gurjeet Singh. Vamini. Ravinder Singh. Prabhpreet Singh 


Benign Prostatic Hyperplasia (BPH) is one of the common male geriatric problems. By the age 
years 50% of men have histological evidence of B.P.H. we are reporting a case who presented wit 
Suprapublic urinary fistula as a sequale to percutaneous removal of a urinary bladder stone. Investigation 
revealed a massively enlarged prostate which had not been taken care of during urinary bladder ston 
removal. Suprapublic transvesical Prostatectomy was done. Prostate weighing 540 gm was removed intact 
as a single piece. Biopsy report was Benign Hyperplasia Prostate. Diagnosis and treatment are discussed. 

JK-Practitioner 2011:16( l-2):61-62 


Introduction 

The prevalence of B.P.H is age dependent with initial 
development usually after 40 yrs. Of age. By 60 yrs. Of 
ai , e its prevalence is greater that 50% and by 85 yrs. Its 
incidence is as high as 90%.'" it is estimated that there 
are 2.5 million cases in U.K Number is likely to 
increase to 3.75 million by 2025*'. Other synonyms used 
to describe this disease are Prostate Hypertrophy. 
Adenomatous hypertrophy, glandular hyperplasia or 
male LUTS. 

Asymptomatic BPH is found in a significant proportion 
of elderly men indicative of impending problems. 
Enlarged prostate causes obstructive symptoms that are 
intermittent stream, strain to void, terminal dribbling, 
post micturition dribble and sensation of incomplete 
bladder evacuation. Irritability symptoms include 
dvsuria, urinary frequency, nocturia and urgency'. 
International symptom score, digital Rectal 
examination, P.S. A level. Abdominal ultrasonography. 
Trans-rectal ultrasonography are important diagnostic 
modalities. Obstructive uropathy due to enlarged 
prostate leads to formation of urinary calculi, 
diverticulum, recurrent infections due to urinary stasis 
and renal failure. 

We are reporting a case in which the Prostate acquired 
the size of 540 gm which posed a challenge for 
diagnostic and treatment point of view. 

Case Report 

80 year old male patient was admitted with c/o failure to 
p[ass urine per urethra since l 1 ', month. There was 
continuous urinary leakage through a Suprapublic 
opening which was port site for endoscopic removal of 
urinary bladder stone which was carried out in some 
urological workshop for complaints of increased 
frequency of micturition, occasional heamaturia, 
dysuria and recurrent urinary retention. No attempt was 
made to remove the prostate gland. Whenever 
Suprapublic catheter was removed there was 


continuous leakage of urine. Attempts lor urethral 
catheterization had failed. The patient was also 
suffering from uncontrolled Diabetes mellitus. 
Diabetic Nephropathy and Ischaemic Heart Disease 
resulting in ventricular dysfunction. 


Examination 

Patient had pallor & pedal edema. Vitals were normal. 
On systemic examination no abnormality was detected. 
On per rectum examination a large mass was felt 
anteriorly, which was non tender, smooth, firm with 
mobile rectal mucosa over it. Upper limit could not be 
reached, rectal lumen was compressed by the mass. I he 
provisional diagnosis was made of ? bladder mass? ’ 
retroperitoneal mass??? Enlarged prostate. 
Investigations 

Hematological investigations were within normal 
limit. Renal; function were deranged i.e 
B.urea=76.0mg S. Creatinine 3.3 mg% S.Na= 132 
mg/de,S.K’ =5?0 mmol. X-ray chest was normal ECO 
showed tachycardia and evidence of inferior wall 
ischemia. Echocardiography showed moderate MR 
with LV dilatation, hypo kinetic apex; ant. L.V wall & 
distal interventricular septum. Resting global LVEF 


was 43%. 

Ultrasound abdomen showed a large mass of 
96x85x77mm replacing prostate. Bladder was pushed 
up. Both kidneys were normal. P.S.A was 10.08 ng/ml. 
C.T. Scan showed thickened & poorly distended 
urinary bladder. Prostate was markedly enlarged 
causing irregular impression at the base of bladder. It 
measured 11.9x9.9x10.0. well defined hypoechoic 
areas were noted in it. Capsule appeared to be intact. 
Peri-Prostate fat planes were well maintained. Both 
kidneys showed delayed excretion of dye. 


Operative Observations: 

After controlling Diabetes, urinary infections and 
ischaemic heart disease patient was taken for surgery. 
Under general Anesthesia, infraumbilical midline 
incision was given, peritoneum reflected and urinarx 
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bladder was opened. Prostate gland was massively 
enlarged with a big bulge into lumen of urinary 
bladder. Urinary Bladder wall showed trabaculation, 
and sacculations. Mucosa was markedly thickened 
and congested. 

Prostate enucleation was done in toto. Urinary 
bladder was closed over a malecot catheter in its 
lumen. Retro public drain was placed. 

Great difficulty was faced in securing 
haemostasis because of enormous size of prostate 
gland. Antiseptic soaked gauze packs well placed in 
prostate fossa. These were removed after 48 hours. A 
Foley's catheter was passed per urethra. Patient 
recovered satisfactorily. Malecot Cather was 
removed on 6"' post operative day and retro public 
drain on 7' day. Patient started passing adequate 
amount of clear urine through Foley's catheter and 
recovered satisfactorily. 

Prostate gland enlargement (BHP) is as common a 
part ot aging as gray hair. B.P.H refers to a regional 
nodular growth of varying combination of glandular 
and stromal proliferations that occur in transitional 
zone ot prostate Gland. With advancing years the 
nodules can be found in 80% of all prostates by ninth 
dcade 4 . It is well documented that testosterone and 
dihydrotestosterone play a permissive role in B.H.P 
by acting on nuclear androgen receptors and are 
mutagenic to epithelial and stromal cells’. 


case report 


The size of the prostate does not always determineThe 

severity of symptom. No outflow obstruction can be 

found m 25/o of men with typical obstructive 

symptoms Long standing B.P.H can lead to 

problems like urinary retention, urinary tract 

infection urinary bladder diverticulae; stones in 

urinary tract, urinary incontinence and renal in 
sufficiency. 

Medical & Surgical options for treatment of B PH 
have expanded over recent years. Alpha blockers and 
Sandwiched between Medical and Surgical 
Management of BPH the option for minimally 
invasive surgical procedures like balloon dilation of 
prostate, prostatic stents 7 . Transurethral needle 
ablation , Transurethral microwave chemotherapy’ 
are being used with varying degree of success The 
surgical treatment in the form of transurethral 
resection of prostate or open prostatectomy remain 
the gold standard treatment for complications of BPH 
and very large sized prostate glands. 

On an average the prostate volume as measure by 
TRUS increases by 1.6% per year from the age of 
around 40 years 10 . But in the present care the prostate 
gland attained a huge size of 540gms which is very 
unusual phenomenon and had all features of long 
standing BPH related problems, which posed great 
difficulty in diagnosis and its management. It also 
emphasizes the need of tackling primary disease in 
case of urinary bladder stones. 
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^R^reCase of Primary Abdominal Pregnancy 

Shahida Mir, Saleema Akhtar, Masuma Rizvi, Anjum Tehsin 


Abstract 

primary abdominal pregnancy is very rare constituting 0,03 % of all ectopic pregnancies .An unusual case 
of advanced primary abdominal pregnancy, which ruptured the anterior abdominal wall with prolapse of the 


arm and shoulder through it is presented. 

JK-Practitioner 2011; 16(l-2):63-64 

Introduction 

Ectopic pregnancy rates have been increasing even in 
the USA and other parts of the world over the past 
few decades. Diagnosis of an ectopic pregnancy is 
challenging since there are neither definitive 
pregnancy symptoms nor definitive signs of an 
ectopic pregnancy. This is unfortunate since early 
diagnosis of ectopic pregnancy is critically important 
to reduce overall morbidity to the pregnant women 
and allow more conservative treatment of this 
abnormal and dangerous pregnancy 

Case report 

A 40 year old patient was admitted in Unit-1 of the 
department of obstetrics and Gynaecology at Lalla 
Ded Hospital Srinagar with complaints of 
amenorrhea of 9 months and rupture of anterior 
abdominal wall with the prolapse of arm and the 
shoulder of fetus, of two days duration. Patient was 
Gravida 8 Para 7 with only one alive child who was 4 
years old all the deliveries were vaginal out of which 4 

were stillborn and 2 had died in early neonatal period. 

Patient at the time of admission was 
conscious, well oriented she was severely anaemic 
[Hb 5 gm.],grossly dehydrated, with a low volume 
pulse of 140 per min. B.P was 90/60mm of Hg. Chest 
was clear. 

Obstetrical examination revealed a rent in 
anterior abdominal wall near paraumbilical region 
with a macerated and gangrenous arm and shoulder 
protruding out. with offensive smell. Abdomen was 
tense and tender. There was no previous scar in 
abdomen. 

Patient was rehydrated, antibiotics were 
given blood arranged and taken up for surgery 
.Abdomen was opened through a para-median 
incision extending upto the rent in the abdominal 


wall. A dead macerated foetus, foul smelling was 
removed, which was lying in the abdominal cavity 
and was of near term size. Brain matter was coming 
out of the macerated skull. Placenta was attached 
partially to the anterior abdominal wall and partially 
to the mesentery. Luckily the maternal vessels 
supplying the placenta were easily accessible to 
ligation and placenta, part of which was burrowing 
into the anterior abdominal wall was removed in full. 

Absolute haemostasis was achieved. 
Abdomen was washed with saline betadinc solutions 
Sloughed edges in the abdominal rent were excised 
and freshened. Uterus was bulky. Adenexae were 
normal. Abdomen was closed in layers after putting in 
2 corrugated rubber drains. Broad spectrum antibiotic 
was given and-postoperative period was uneventful. 
Patient was discharged on 10th post operation day in a 
healthy condition. 

Discussion 

The present case is to be a case of Primary Abdominal 
Pregnancy, as it fulfills the criteria laid down by 
Studiford to diagnose Primary Abdominal Pregnancy 
i.e. (i) both tubes and ovaries were normal with no 
evidence of recent pregnancy (ii) Absence of Utero¬ 
peritoneal fistula (iii) presence of pregnancy 
exclusively on the peritoneal surface. 

This case is very interesting in the way of its unusual 
presentation as rupture of anterior abdominal wall and 
prolapse of the arm and shoulder through the rent in 
the anterior abdominal wall, probably due to very 
weak abdominal wall because of multiple 
pregnancies. 

Abdominal pregnancy is usually suspected by 
persistent abdominal foetal lie and easy palpation of 
foetal parts. Uterus may be felt separate from foetus 
and may be enlarged to several times its size due to 
hormonal influence. As soon as diagnosis is made 
surgical intervention is advisable. Rarely it may be 
justified to continue the pregnancy for a short period 
to enable the foetus to have amore reasonable change 
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of survival especially in women with no living child in 
spite of multiple pregnancies. 

Operation is usually dangerous because of the 
disturbed anatomical relations and great skill and 
gentleness are necessary if severe haemorrhage is to be 
avoided. The dilemma with the surgeon is whether to 
remove the plancenta and sac or not! If the maternal 
vessels leading to the placental site are easily ligated, 
foetus and plancenta are easily removed. If plancenta is 
implanted dangerously, it is often better to remove the 
foetus without disturbing the sac, the umbilical cord is 


cut short. Plancenta and membranes are left to be 
absorbed through aseptic autolysis during next one to 
two years. Rarely have they to be removed later because 
of the abscess formation which is the commonest 
complication. 

Mcthortexate has been used in an attempt to 
inactivate the trophoblast rapidly when the plancenta 
has been in position ( Hrcshcyshyn et al & Bowles 1968 
). It has been suggested that it should be used before 
operation if the baby is known to be dead. 
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case report _ 

■^fyear Old Boy with Megalourethra 

Muneer Khan, Syed Javid F Qadri, Ajaz A Rather, Nazir A Salroo, Shadab N Wani, Arshad H Bhat 


An unusual case of megal-ourethra in an 11 year old boy who presented to us as a case of 
ballooning of penis during micturation is reported for its rarity. The management in this case and the 


literature, is discussed. 

JK-Practitioner 20Il;16(l-2);65-66 

Introduction 

Anomalies of the male urethra are a common source of 
referral for the urologist. Defects can be acquired by 
extrinsic or intrinsic injury, surgical intervention or. much 
more commonly, might be the result of the faulty 
development. Irrespective of the etiology a satisfactory 
outcome requires meticulous attention to the surgical 
technique and a thorough appreciation of the disease 
process. The term megalourethra was first used by Nesbit 1 
and since its initial description, experience in the English 
literature has grown only to 80 cases 2 
Case Report 

An I lyear old boy presented to our urology clinic with the 
chief complaints of ballooning of distal ventral shaft of 
penis during micturation and post micturation dribble since 
birth. Patient used to manage dribbling by milking the 
ballooned part of penis at the end of micturation, which 
prevented the dribble. There was no history of hematuria, 
poor urinary stream, straining at micturation. urinary 
frequency, abnormalities in erection or pain abdomen. 
Patient had undergone circumcision at the age of 3 years. 
Physical examination was normal, except the penis, where 
the corpora-cavernosa was normal but corpora-spongiosa 
was deficient in distal penis and it was demonstrated 
practically that the same region was ballooning during 
micturation. All investigations were within normal limits 
except Urethrograph ( VCUG and RGU). which revealed 
scaphoid distal urethra (fig 1], Urethrocystoscopy was 
performed which revealed dilated distal penile urethra. 
Existence of any associated congenital anomaly, 
especially involving the genitourinary system, was ruled 
out with the help oflVU and USG. Surgical repair was done 
in single stage by reduction urethroplasty with double 
breasting over a 10-F Foley catheter. Post operative period 
was uneventful and the catheter was removed on 7th 
postoperative day. Child is at present completely symptom 
free with normal stream and erection. 

Discussion 

The term megalourethra is reserved for the specific urethral 
anomaly characterized by a congenital deficiency of the 


mesodermal tissues of the phallus. In 1962 Dorairajan 
classified congenital megalourethra into two variants, 
scaphoid and fusiform-based on the findings at 
urethrograph' Patients with scaphoid variant have 
attenuation of the corpora spongiosum, which allowed 
bulging of the ventral urethra. In contrast, patients with 
fusiform variant have circumfrential expansion ot the 
urethra due to deficiency of both spongiosal and cavernosal 
tissue. It is now clear that patients can have spectrum ot 
intermediate phenotypes. The specific embryological cause 
of the congenital megalourethra has yet to be defined. The 
most commonly held theories propose a defect in the 
migration, differentiation or development ot the 
mesenchymal tissues of the phallus (frequent association 
with prune belly syndrome). Beasley and colleagues 
theorized that the primary event is the distal urethral 
obstruction during embryogenesis 4 Severity of anomaly is 
related to the duration of the obstruction, with fusiform 
megalourethra suffering a more delayed canalization 
Irrespective of the embryological cause, the development 
of the megalouethra appears to be rare and sporadic, with no 
hereditary predisposition. "Acquired megalourethra is an 
uncommon complication of transverse preputial island flap 
urethroplasty" 

The most commonly associated genitourinary 
anomalies appeared within the spectrum of prune belly 
syndrome, although megalourethra has been associated 
with primary obstructing megaureter, urethral reflux, renal 
agenesis, hypospadias and several non-urological 
congenital anomalies 1 "’ The severity of associated 
anomalies tends to be greater with fusiform variant. 

Scaphoid megalourethra can be repaired by 
performing longitudinal reduction urethroplasty over a 
catheter or by urethral plication " Fusiform variant is 
technically challenging for the surgeon. Many surgeons 
suggest early sex reassignment, with phallic amputation 
and orchiectomy. Nevertheless there have been reports of 
phallic reconstruction with satisfactory cosmetic and 
functional outcome 12 The rarity of the defect precludes any 
generalizations with regard to surgical management. 
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case report 

/^Case of Classical Kaposis Sarcoma 

Qazi Masood Ahmad MD .Iffat Hassan Shah MD .Farah Sameem MD 



A sixty six years old Kashmiri housewife presented with a six years history of multiple bilateral purplis 
raised firm lesions on the arms and legs. The lesions had started as flat reddish patches on the ankles and 
with time became infiltrated and raised. A slow upward progression on the limbs was seen. There was no 
other significant medical or family history. Systemic examination was non contributory. Cutaneous 
examination revealed multiple purplish non blanchable plaques with a firm consistency The lower limbs 
were edematous .There was no evidence of venous insufficiency. No lymphadenopathy was seen. Mucosae 
,nails and hair was normal Histopathology of sections was consistent with Kaposis sarcoma.HIV serology 
was negative. Routine investigations were within normal limits. 
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Introduction 

Kaposis Sarcoma(KS) is a multifocal endothelial 
proliferative disorder predominantly involving the skin 
and other organs'. It is now believed to be a neoplastic 
process with a new type of herpes virus HI IV8 being the 
causative organism" Four subsets are recognized 
classical, endemic, iatrogenic and Human 
Immunodeficiency Virus(HIV) infection associated. 
Classical KS is found mainly on legs of elderly men with 
slow progress, insidious onset and proximal spread onto 
the limbs. Internal organs and mucosae are not 
involved*. 

Case Report 

A sixty six years old post menopausal Kashmiri 
housewife presented to the out patient wing of the 
Department of Dermatology.STD and Leprosy of 
SMHS hospital (associated teaching hospital of 
Government Medical College Srinagar)with a six years 
history of gradual eruption of multiple bilateral purplish 
raised firm lesions on the arms and legs. She was 
nondiabetic, normotensive with no history of high risk 
sexual behavior .blood transfusion or any systemic 
complaint.Family history and drug history was not 
significant. The lesions had started as flat reddish 
patches on the ankles .With time the color changed to 
deep purple and the lesions became infiltrated and 
raised. There was a gradual increase in the size of the 
lesions and many new lesions developed one after the 
other in the proximity of the existing lesions and a 
proximal progression on the limbs was seen. There was 
no history of pain, discharge or pruritus .Similar lesions 
arose on the forearms and dorsa of hands 
bilaterally.Therc was no other significant medical or 
family history. The patient gave no history of such 
lesions in the past. Systemic examination was non 
contributory. The patient was of average build. 
Cutaneous examination revealed multiple purplish non 
blanchable plaques with a firm consistency and irregular 
borders on the hands and feet of variable shapes and 


sizes.No ulceration was seen.The lower limbs were 
edematous and the edema was non pitting There was no 
evidence of venous insufficiency in the form of 
varicosity.No regional lymphadenopathy was seen 
Mucosae.nails and hair was normal Rest of the skin 
showed no abnormality. Histopathology of sections was 
consistent with a diagnosis of Kaposis sarcoma.HIV 
serology was negative. Ultrasonography of abdomen 
and pelvis revealed no organomegaly. Routine 
investigations were normal. 

Discussion 

Kaposis Sarcoma is a neoplastic vascular 
proliferation involving skin, oral mucosa, lymph nodes 
or small intestines predominantly I Recent evidence 
suggests a causative role for HH V8 .a new type of her.Rgs 
virus \ 

Of the four subtypes the Classical KS has the 
best prognosis. It arise in elderly males of East European 
Jewish descent usually. Multifocality of lesions, a deep 
purplish hue, progression from macule to plaque to 
nodule .significant limb edema, involvement of lower 
limbs without any internal organ or mucosal 
involvement are the hallmarks of the disease 4 .An 
association with haematological malignancies is seen. 
The disease is very rarely responsible for death of the 
patient. Endemic subtype of Kaposis sarcoma arises in 
equatorial Africa and is characterized by a marked 
internal organ involvement .Iatrogenic KS is seen in 
transplant recipients and patients on 
immunosuppressive drugs for lymphomas.HIV 
associated KS occurs in the late stages of the disease and 
is indicative of a poorer prognosis' 1 ^ characteristic 
histopathology is formation of back-to-back vascular 
channels and proliferation of spindle shaped cells 
In our patient Granuloma annulare was excluded due to 
the purplish colour of the lesions.absence of beaded 
borders.presence of edema.multifocality of lesions and a 
characteristic histopathology.As no signs of venous 
insufficiency was seen acroangiodermatitis of Mali or 
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seudo Kaposis was also ruled out.Angiosarcomas would 
have had a more aggressive course and cellular atypia would 
have been marked.Lichen planus was also considered in the 
differential diagnosis but the histopathology .edema and 
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case report 

Ruptured Heterotopic Pregnancy 


pozia Jan, Tariq A Sheikh, Imtiyaz Wani, Gh. Mohammad Naikoo, Imran Mir, Bashir Chechuk. Mir Nazir Ahmad, M 
Yousf Wani, Nighat Firdous 


Abstract 

We describe two cases of ruptured heterotopic pregnancy who presented with ammenorhea of eight and 
ten weeks duration respectively complicated by pain abdomen. Both patients were diagnosed as cases of 
haemoperitonium secondary to ruptured ectopic pregnancies with intact intrauterine pregnancies. Both the 
patients were operated and followed postoperatively up to the delivery of intrauterine pregnancies at term. 

JK-Praclitioncr 201 l;16(l-2):69-70 


Report of two cases 

Two cases of hetertopic pregnancy are being reported 
by us. The first patient was a 28 year old female who 
reported to the surgical casualitv of SMHS hospital 
Srinagar with complaints of severe abdominal pain of 
12 hours duration. The patient was having 
ammenorhea of 10 weeks and was on regular antenatal 
care at L.D hospital srinagar. The patient was Para 2 
and gravida I. There was no history of pelvic 
inflammatory disease, abortion or infertility. On 
examination, the patient was pale, had tachycardia and 
a blood pressure of 90/70 mmHg. Abdominal 
examination revealed diffuse lower abdominal 
tenderness with guarding and mild distension. 
Ultrasound scan revealed simultaneous extrauterine 
and intrauterine pregnancies. The extra uterine 
gestational sac was found on the right side of the uterus 
with no cardiac activity while as cardiac activity was 
noted in the intrauterine pregnancy. There was free 
fltiid in the cul- de- sac suggestive of intra peritoneal 
hemorrhage. A diagnosis of ruptured ectopic with a 
viable intrauterine pregnancy w-as made and 
exploratory laparotomy with right salphingectomy 
was done. Histopathology confirmed the diagnosis of 
ectopic pregnancy in right fallopian 
tube.Postoperatively patient was given two units of 
blood transfusion and a repeat ultrasound scan done on 
the 7th postoperative day confirmed the intrauterine 
pregnancy. Patient was regularly followed up to 40 


weeks of gestation when she had a spontaneous 
vaginal delivery of a healthy male baby. Postnatal 
period was also uneventful. The second patient was a 
31 year old Para 0 gravida 2 female with past history ot 
secondary infertility following an abortion and 
polycystic ovarian disease on metformin and was 
given ovulation induction therapy with clomiphene 
citrate. The patient reported to the surgical casualty ol 
SMHS hospital srinagar in the 8th week of gestation 
with acute abdominal symptoms of three hours 
duration. On examining the patient she had 
tachycardia and a blood pressure of 90/60 mmHg. 
Abdominal examination revealed diffuse abdominal 
tenderness and guarding in this patient also. 
Abdominal paracentesis was negative but ultrasound 
examination revealed an intrauterine sac of eight 
weeks duration with a fetal node and an exrauterine left 
sided tubal pregnancy which had ruptured, with free 
echogenic fluid in pelvis. Based on these finding a 
diagnosis of a viable intrauterine and a ruptured 
extrauterine pregnancy was made. Emergency 
laparotomy with left salphingostomy with primary 
repair of the tube was performed. The conceptus was 
sent for histopathological examination which also 
confirmed a ruptured ectopic pregnancy. Patient 
received two units of the blood transfusion 
postoperatively. Postoperative ultrasound performed 
after two weeks confirmed a viable intrauterine 
pregnancy. Postoperative period was uneventful. 
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Discussion 

Simultaneous intrauterine and extrauterinc 
pregnancy is called as hetrotopic pregnancy. It has been 
found in various forms but still is a rare event in the 
natural conception cycles occurring in less than 
1:30000 pregnency ' But with assisted reproductive 
techniques the incidence raises to 1:100 and 1:500 
pregnencies *\ The presence of an intrauterine 
pregnancy tends to impede the early diagnosis and 
precludes definitive intervention for the ectopic 
pregnancy. 70% of the ectopic pregnancies are 
diagnosed between five and eight weeks of gestation. 
20 °b between nine and ten weeks and 10% after eleven 
weeks of gestation. Delay in diagnosing the condition 
can be fatal to both the mother and the intrauterine fetus. 
The patients present with abdominal pain in 83% of 
cases, hypovolumic shock with abdominal tenderness 
in I3%3. In our cases abdominal pain with 
hypovolumic shock and abdominal tenderness were the 
common presentation. Identification of the ectopic 
pregnancy by sonography has a low sensitivity (0.56) 4 . 
Serial samples of p HCG can also be misleading in 
cases of heterotopic pregnancy'. Abdominal 


paracentesis may diagnose a case of haemoperitonium 
but even if it is negative a hetrotopic pregnancy can not 
be till excluded. 

Laparoscopy or laparotomy with minimal 
manipulation of the uterus should be the standard form 
of treatment in these patients In both of our cases 
laparotomy was done with salphingectomy in one case 
and salpingostomy with primary repair of tube in other 
case. Local injection of potassium chloride has also 
been advocated as another form of treatment in case of 
unruptured ectopic pregnancy 4 . In both of our cases 
intrauterine pregnancies proceeded to full terms 
without any complications. A live intrauterine 
pregnancy rate of 66.5 was found in a review 139 cases 
of hetrotopic pregnancy treated mainly by surgery ’ 
Conclusion 

A high index of suspiscion by a general 
surgeon is needed in arriving at a prompt diagnosis of 
ruptured heterotopic pregnancy so that rapid 
resuscitation, heart sparing anaesthesia and expeditious 
surgery is carried out for both maternal and intrauterine 
fetal wellbeing. 
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jj^Jlation Break In a Permanent Pacemaker Lead 

Kaisar Habeeb, ,S Jalal , Pawan Suri, K Aslam , H.Rather , Darminder 



More than one lakh pacemakers are implanted worldwide every year ,of which about 8000 are implanted in 
India. The centers involved in pacing are heterogeneous ,ranging from high volume tertiary care centers to 
low volume district hospitals .Complications after pacemaker implantation are seldom reported. Insulation 
break in a permanent pacemaker lead is a rare complication. Pacemaker which are being implanted in 
patients with cardiovascular disease for an ever increasing array of indications. We reported a patients with 
abnormal movements in right upper limb since seven days. This demonstrates the importance of having an 
insight of pacemaker complications in view of increasing implantations. 


Case Report 

A fifty five year old male 
shopkeeper by occupation, smoker, known 
case sick sinus syndrome on permanent 
pacemaker(VVIR) since 2003, reported to 
cardiology outdoor on 18th Sept.with chief 
complaint of abnormal movements in right 
upper limb ,and pectoral muscle .patient 
gave history of fall, when he slipped on 
ground with outstretched arms seven days 
prior, patient was managed with some 
nonspecific treatment by a local physician. 
Patient however did not improve and was 
referred to tertiary care centre. On 
examination patient was conscious, oriented 
with time/space/place with physicals 
revealing pulse of 70 bpm 
,normotensive,with right upper limb 
movement /pectoral muscle synchronous 
with heart beat. A working diagnosis Lead 
fracture/ Insulation break was made. A 
twelve lead ECG was done a pacing rate of 
70 bpm was observed with no capture loss. X 
Ray chest was done showing partial loss of 
lead discontinuity (FIG 1).Pacing analysis 
where done revealing decreased lead 
impedance(<200ohms) moderately 
increased voltage threshold(4.5mvolt). A 
diagnosis of Insulation break of pacemaker 
lead was made. The pacing parameters of the 
patient were adjusted decreasing the pacing 
rate from70 bpm to 60 bpm with hysteresis of 
10 bpm and pacing mode was changed from 
unipolar to bipolar. His abnormal 
movements settled and patient was given a 
fresh lead ,the old lead was examined which 
confirmed insulation break. 
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Discussion 

Lead insulation break- is 
diagnosed by reduced lead 
impedance with moderately 
increased voltage threshold. 
Insulation break is usually not 
evident on chest X Ray while a 
lead fracture is visible through 
partial or complete 
discontinuity. Lead fracture is 
complicated with markedly 
increased Lead impedance and 
voltage threshold. In insulation 
break ; First during pacing 
.current may leak out of the 
body , there by reducing current 
that is delivered to the lead tip 
.This will result in capture loss. 
Second problem encountered in 
dual chamber pacemaker .the 
insulation break allows the 
device to sense chest wall 


myopotentials in addition to 
cardiac signals .In an atrial lead 
.this will inhibit atrial pacing 
with potential loss of the atrial 
contribution to cardiac output 
.In DDD pacemaker the 
ventricular lead will track the 
noise on the atrial lead , 
resulting in ventricular pacing at 
programmed upper rate of 
device. Similarly if there is 
mode switching is programmed 
on ,the device will switch to 
single chamber pacing 
.resulting in loss of atrial 
contribution to cardiac output. 
This case represents .one of the 
rare complications of the 
pacemaker lead.The lead 
related complications have been 
reported up to the tone of 
3.8%.The lead dislodgement 
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being the most frequent complication.Lead fracture 
.Exit block . and insulation break up to 0.4-0.9%. Lead 
function is assessed by pacing and sensing function 
and by measuring impedance .Although there is wide 
variability of normal lead impedance .chronic lead 
impedence should not vary' widely between the out 
patient followup visits.The fractured lead exhibits a 
markedly elevated lead impedance and voltage 


—_ _ ________ case report 

threshold while insulation break manifests by redl^d 
lead impedance .The normal lead impedance and 
pacing and sensing threshold do not rule out these 
problems . The leads can be stressed by having the 
patient change in position and do various provocative 

rZ.T Ve u, entS !° faci,itate the dia S n °sis of a lead 
related problems that are not otherwise observed 
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Congenital Hiatus Hernia a Surgical Challenge 

Anil Ganju.Ashish Bhanot 


Abstract 

Congenital Para-esophageal hernia is an extremely rare entity. Hiatus hernia occurs when an enlarged 
esophageal hiatus allows for cephalic migration of the distal esophagus and/or stomach, colon into the 
thoracic cavity. We are presenting a case of 10-month-old female child who presented with recurrent 
respiratory tract infection and persistent vomiting. Per-operatively contents of the hernia were found to be 
stomach and colon gliding through the esophageal hiatus into the mediastinum gastro esophageal junction 
(GEJ) was displaced into thorax. Contents reduced back into peritoneal cavity easily with little manipulation 
but challenge was closure of wide esophageal hiatus. Hiatus if kept wide chances of recurrence are high and 
if it's kept small it will produce obstruction as child will grow. In this patient snug closure of hiatus was 
performed keeping in view more morbidity of recurrence rather than revision surgery at later age. So 
approach should be snug closure of hiatus with or without fundoplication to prevent any immediate 
recurrence and other complications in convalescent period which will increase mortality in already 
debilitated patient. 
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Introduction 

True congenital para-esophageal hiatus 
hernias are rare Patient presents in infancy or 
childhood with effortless vomiting, regurgitation, 
tachypnea aggravated by feeding, respiratory diseases 
and protein energy malnutrition \ The condition 
clinically mimics congenital diaphragmatic hernia, but 
is much more challenging to deal with. The author 
would like to describe one such case and the 
management protocol followed along with the 
associated difficulties faced. 

Case Report 

A 10 month old female child was referred for surgical 
consultation from the pediatric indoor. Patient had 
presented with recurrent respiratory infections, 
vomiting after every food intake with failure to thrive. 
There was a history of measles two months ago with 
one episode of convulsion. She had grade IV protein 
energy malnutrition. X-ray chest and abdomen were 
done that revealed air fluid level signifying stomach in 
right side thorax with clear right-costophrenic angle . 
On lateral view, a loop of intestine was seen going 
through the diaphragm with a central air bubble of 
stomach . Dye study was done using feeding tube and 
suggested stomach as the content of thoracic cavity. 


Diagnosis of congenital hiatus hernia was made and the 
surgery was planned. On opening the peritoneal cavity, 
colon was seen to move upwards towards thorax 
through a defect in diaphragm. After reducing colon we 
saw that stomach was also gliding into mediastinum. 
Now we realized that it was congenital hiatus hernia 
not congenital diaphragmatic hernia what was 
diagnosed before surgery. Stomach was not being 
pulled back into mediastinum so, a possibility of 
esophageal shortening was ruled out. We dealt the case 
by keeping the back of dissecting tissue holding forceps 
in the hiatus and closed the hiatus with non-absorbable 
prolene sutures and stomach was fixed to diaphragm to 
prevent recurrence and avoid vol vulous. 

Discussion 

Congenital hiatus hernia is not a well documented 
disease but few cases have been reported in literature. 
Most congenital para-esophageal hiatus hernias occur 
sporadically but there are 20 case reports of familial 
para-esophageal hernias, including a report of two 
affected siblings’ In congenital hiatus hernia there is an 
anatomical defect of the hiatus without any 
derangement of the gastroesophageal sphincter 1 in 
comparison to Congenital diaphragmatic hernia where 
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hernias occur through a pathologic defect in the 
diaphragm secondary to defective formation and/or 
incomplete fusion of the pleuroperitoneal membrane. 
Vomiting and anemia are the most common symptoms, 
followed by respiratory distress, cough, and 
regurgitation. These hernias are characteristically 
situated to the right of the lower thoracic esophagus 
where a part of the gastric fundus herniates into the 
thorax. These are difficult to diagnose and also the 
challenge is to deal with this wide hiatus in neonates. 
Critical size which will prevent recurrences and 
obstruction to esophagus as the child grows is the 
concern. Normal stomach is fixed and prevented from 
abnormal rotation by the four gastric ligaments. In 
congenital hiatus hernia these ligaments are lax so 
chances of volvulous are more in patients of congenital 


----—__ case r eport 

hiatus hernia' Nissen's fundoplication with or without 

gastrostomy and simple repair of hiatus are the 

procedures which have been tried ' Whatever the 

procedure we perform there are always chances of 

herniation through esophageal hiatus if kept wide so 

proper snug closure of hiatus is more important. 

Though child may be doing well initially but revision 

surgery is inevitable as child grows but that can be 

undertaken once child has-crossed initial critical phase 
oflife. 

Conclusion 

A case of congenital hiatus hernia is difficult to 
diagnose and differentiate from diaphragmatic hernia 
preoperatively and diagnosis is mostly intraoperative 
These patients should be dealt by snug closure of 
hiatus with or without Nissan’s fundoplication. 
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case report __ 

^RarcTCase of Purtscher’s Retinopathy In a 7 Year Old Girl with Unilateral Loss 
of Vision After a Road Traffic Accident 

Abdul Waris, Chintan Malhotra, Roopleen, Rajat Maheshwari 


Abstract 

Purtscher's syndrome (traumatic retinal angiopathy, posttraumatic retinopathy) belongs to rare 
posttraumatic retinopathies. It is a retinal vasculopathy most commonly caused by head or chest trauma 
and is a syndrome believed to be due to microembolic infarction of the retina. The most frequent signs 
include white ischemic infarcts (cotton-wool spots) and retinal hemorrhages (intraretinal, preretinal, or 
flame shaped). The signs of ischemic vasculopathy predominate in the interpapillomacular zone. The 
prognosis for patients with decreased vision is unpredictable. 


Case Report 

A 7 year old girl was brought to the emergency of 
HIHT, Dehradun, in an unconscious state after 
being accidently run over by a bus. She suffered 
multiple crush injuries in chest and abdomenand a 
maxillofacial fracture. 8 days later she complained 
of decreased visual acuity in left eye (OS). 
Computerized tomography (CT) of the head and 
brain was normal. There was no history of previous 
ocular disease, ocular surgery or previous ocular or 
head trauma. 

Ocular examination: Visual Acuity: Right eye-6/6 
Left eye- 2/60 with no improvement with a pin-hole. 
Pupillary rection in right eye was within normal 
limits while in the left eye, relative afferent 
pupillary defect (RAPD) was present. Extraocular 
movements were normal and full in both the eyes. 
Intra-ocular pressure was 14 mmHg in both eyes. 
External and anterior segment examination was 
normal except for subconjunctival haemorrhage in 
both eyes.Visual fields (by confrontation) in right 
eye was within normal limits whereas in left eye, it 
was difficult to assess due to poor visual acuity. 

The ophthalmoscopic picture was characteristic of 
Purtscher’s retinopathy with cotton-wool exudates 
and retinal hemorrhages localized to the posterior 
pole in the left eye. 

Fundus photography showed normal fundus in right 
eye (Fig-1 A), while that of the left eye (Fig-1B) 
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Fig-1 A OD Fig-IB OS 

showed cotton wool spots (superficial retinal ischemia) in 
the distribution of the radial peripapillary capillary 
distribution along with a few small hemorrhages. There 
was relative sparing of the optic nerve and peri-venous 
areas. Given the patient's history and retinal findings, she 
was diagnosed as a case of Purtscher’s Retinopathy left 
eye.. Megadoses of steroids were given in the form of 
intravenous methyl prednisolone for 3 days, the patient 
was then put on oral prednisolone (lgm per Kg body 
weight). There was a good visual response in the first 
three weeks, and child's vision in left eye recovered to 6/9 
after three months. Despite initial severe 
symptomatology, there was receding of the 
inflammatory-oedematous changes barring an extra- 
foveal pucker, at the end of 3 months. 

Discussion 

Purtscher's retinopathy was first described by Dr.Othmar 
Purtscher in 1910.True Purtscher's retinopathy is 
associated with traumatic head injury. Other traumatic 
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case report 


and non-traum&tic causes for the condition are 
technically known as "Purtscher , s-likc ,, retinopathy. Dr. 
Purtscher noted glistening white spots and superficial 
retinal hemorrhages in these patients. Papillitis was also 
evident. He proposed a mechanism of lymph stasis 
secondary to increased cerebral spinal fluid (CSF) 
pressure and named the condition angiopathia retinae 
traumatica. Since that time, the clinical picture first 
described by Purtscher has been associated 
with:Compressive chest injuries, long bone fracture, 
retrobulbar anesthesia, acute pancreatitis,strenuous 

childbirth, connective tissue and vasculitic diseases. 

Histopathologically, evidence exists for retinal 
capillary' obliteration and inner retinal atrophy within 
the clinically observed areas of retinal whitening. These 
findings are relatively nonspecific, being 
pathophysiologically consistent with cotton-wool spots 
that are commonly associated with a variety of other 
causes. As noted, the pathology is confined mainly to 
the retina posterior to the equator. Optic atrophy 
typical ly is present in various degrees. 

Patients with Purtscher's (or Purtscher’s-like) 
retinopathy may notice severe vision loss either 
immediately or up to 48 hours after the event. Vision 
may decrease to 6/60 or worse and may be unilateral or 
bilateral. The prognosis for recovery is variable, with 
approximately 50% of patients complaining of 
persisting blurred central vision. There is no proven 
treatment for Purtscher's retinopathy though drug 
therapy in the form of megadose corticosteroids has 
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been tried with variable results. 

Though the exact pathophysiology of Purtscher's 
retinopathy is not known with certainty, three 
mechanisms have been proposed. According to the 
classic mechanism, the head injury or chest 
compression generates an intravascular hydrostatic 
"shock wave" that is transmitted to the retinal 
vasculature resulting in endothelial damage. This can 
affect retinal veins, macular capillaries, and radial 
peripapillary capillaries resulting in the clinical picture 
seen. However, this does not explain non-traumatic 
cases of Purtscher's or cases with unilateral 
involvement. According to another mechanism, the 
emboli of fat, air, or amniotic fluid can cause the clinical 
appearance of Purtscher's. In addition, there is a 
complement mediated hypothesis. Complement C5a is 
known to be associated with trauma, acute pancreatitis 
and systemic vasculitic diseases, and has been proposed 
to play a role in the development of Purtscher's. By this 
theory, component C5a initiates leucocyte aggregation 
and embolization. Leucoembolism in combination 
with other factors initiates intravascular coagulation of 
platelets. 

Conclusion 

In the era of fast lanes and high speed vehicles, road 
traffic accidents are on a rampant rise in India. Most of 
the patients are unconscious for the initial period of 
convalescence and are not able to complain about their 
visual loss. Hence, although the condition is rare, the 
emergency physician should enlist the 
ophthalmologist’s opinion in all road traffic accident 
cases as an early recognition of this condition can 
promptly be treated or at least attempted to be managed 
with megadose steroids apart from thwarting the 
medicolegal hassles for the treating team. 
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Conjoint Binodular Intial Presentation of Giant Cell Fibroblastoma and 
permato-fibrosarcoma Protuberans 

Mohd. Iqbal lone, Malik Suhail 


Abstract 

Giant cell fibroblastoma (GCF) is a histologic variant of dermatofibrosarcoma protuberans (DFSP), which 
primarily affects children. DFSP is a mesenchymal neoplasm of the dermis and subcutis, generally regarded 
as a superficial low-grade sarcoma. It typically presents during early or middle adult life. GCF and DFSP are 
morphologically different but genetically similar, both tumors exhibit an identical t(17;22) (q22;ql3) 
translocation. A case with conjoint binodular intial presentation of GCF and DFS is presented with review of 
literature. 

JK-Practitioner 2011;16(l-2):77-78 


Case report 

A nine year female presented 
with a swelling on left forearm 
for a duration of one year and six 
months.On gross examination 
the swelling was binodular, 
protuberant with stretched 
overlying skin (Fig. 1).The 
nodules were measuring 3x3 
cms and 2.5x2cms respectively 
and cut section revealed grey 
white firm tumors (Fig.2). 
Microscopy of larger nodule 
revealed tumor composed of 
compact, uniform spindle- 
shaped cells, arranged in a 
storiform pattern, diffusely 
infiltrating the dermis and 
invading subcutaneous tissue 
along the fibrous septa of fat 
(Fig.3). The overlying 
epidermis was atrophic with a 
underneath grenz zone. Mitotic 
activity was less than 5/10 HPF. 
Other nodule was hypocellular 
with clear background and 
composed of characteristic 
angiectoid spaces (Fig.4). The 
stroma had wavy spindle shaped 
cells and scattered floret giant 
cells around the angiectoid 
spaces.The final histologic 
diagnosis was conjoint DFSP 
and GCF with binodular 
presentation. 



Fig.l. Skin flab having 
binodular.protuberant swellings 



Fig 2. Cut section revealing grey 
white firm tumors. 


dermatofibrosarcoma protuberans 



Fig. 3. Microscopy of larger nodule showing spindle cell tumor with 
storiform pattern stretching overlying skin in dermatofibrosarcoma 
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Fig. 4. Microscopy of smaller nodule showing angiectoid spaces 
hypocellular tumor with clear background giant c e 
composed of swindle shaped cells and scattered fibroblastoma.(H& 
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IVIetastatis to the Female Genital Tract from Rectal Carcinoma 

Yasin Besina S , Makhdoomi Rumana H, Chanda Nassima, Baba Khalil A 



Abstract 

Metastasis from colorectal carcinomas to the female genital tract is rare. Of the 200 cases of metastasis to 
uterus from extragenital cancers that have been reported in the literature, more than half are from breast. 
Only 48 cases are from colorectal carcinoma. We herein report a case of a 40 year female with primary rectal 
adenocarcinoma who developed metastasis to multiple genital tract sites (the uterus, both ovaries and 
fallopian tubes) after one year of being operated for the primary tumour. 


Introduction 

Metastasis to the female genital 
tract is uncommon. Secondary 
tumours, with the exception of 
ovarian metastasis, are sufficiently 
uncommon that they may be 
overlooked in the differential 
diagnosis of genital tract disorders 
2 . Common metastatic sites of 
colorectal carcinoma are liver, 
lung, lymph nodes and 
peritoneum. Metastatics from 
large bowel to uterus is rare \ A 
case of rectal carcinoma with 
metastasis to multiple female 
genital tract sites i.e. myometrium, 
bilateral ovaries and fallopian 
tubes is presented here. 

Case Report 

A 40 year female presented with 
recto-vaginal fistula. She had been 
operated for rectal carcinoma one 
year back. Patient had undergone 
anterior resection with colorectal 
pouch anastamosis alongwith tube 
ileostomy. The surgical specimen 
on gross examination revealed a 4 
x 4 cm ulceroproliferative growth 
in the rectum infiltrating upto 
serosa. The resection lines were 
free. Microscopy showed a well 
differentiated adenocarcinoma 
infiltrating into the serosa with 
deposits in the surrounding fat. 4/6 
lymph nodes were positive for 
metastasis. 
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Post-Operatively the patient developed a recto-vaginal fistula 
which was closed on conservative treatment. 

One year later the patient redeveloped the recto-vaginal fistula 
and had been admitted for further management. Relevant clinical 
investigations showed 


HB 

9.1 gm/dl 

CEA 

1.27 ng/ml 

USG 

Bilateral grade II Hydronephrosis. 


Rest normal. 

CECT 

Enlarged paraortic Lymph nodes 


Laparotomy was subsequently performed which revealed 
bulky enlarged uterus and ovaries. Subtotal hysterectomy was 
done with a provisional diagnosis of PID. Patient had a high 
recto-vaginal fistula for which right transverse loop colostomy 
was done for fecal diversion. 



Fig 1. Gross photograph of uterus and ovaries showing 
thickened myometrium with obliterated endometrial canal and 

cystic ovaries 
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glands within the myometrium (200 X H&E) glands within the myometrium (400 X H&E) 



Fig 4.Photomicrograph showing tumour 
deposits within the wall of fallopian tube. 

(200 x H&E) 


Pathological Findings 
Gross Examination 

Specimen of uterus without cervix with attached one 
fallopian tube and o vary was received. 

Uterus measured 6x4x3 cms. It externally appeared 
enlarged with a small nodule on serosa. Cut surface 
revealed thickened myometrium, grayish white with 
slit like spaces. Endometrial canal was distorted and 
not clearly identifiable. Fallopian tube measured 3x0.5 
cm, ovary: 5x4x3 cms. 

Cut surface of ovary revealed a 2x2 cm cyst filled with 
hemorahagic material. Another fallopian tube and 
ovary were also identified in the same container with 
fallopian tube measuring 3.5x0.6cm and ovary 
measuring 5x4x3 cm. Cut surface of ovary revealed 
multiple small mucin filled cyst. 

Microscopic Examination 

Microscopy revealed multiple deposits of a well 
differentiated adenocarcinoma within the myometrium. 
Intraluminal necrosis and karyorerhectic debris was 
observed in some of these neoplastic acini. 
Endometrium was in proliferative phase and was 
unremarkable. Neoplastic glands of the same 


morphology were also present within the wall of both 
fallopian tubes. The overlying mucosa was normal. 
Deposits were also observed in both ovaries along with 
foci of hemorrhage. Tumour emboli were seen in blood 
vessels. Cervix was not identified either on gross or 
microscopic examination. Thus, a diagnosis of metastatic 
deposits of a well differentiated adenocarcinoma to 
uterine corpus, B/L fallopian tubes and B/L ovaries was 
reported. 

Discussion 

Common metastatic sites of colorectal carcinomas arc 
liver, lung, lymph nodes and peritoneum. Metastatic 
carcinomas from colorectal carcinomas to uterus are rare. 
Only 48 cases have been reported in literature Kumar 
and Hart reviewed 63 cases of metastatic tumours to 
uterine corpus from cxtragenital cancers in a retrospective 
study of 57 years. Breast was the commonest primary site 
followed by colon accounting for 17.5 % cases. The 
myometrium was most often involved than the 
endometrium, but endometrial curretting contained the 
metastatic tumour in numerous cases. Metastasis to the 
ovaries were detected in almost two third of cases' 4 ’. In a 
study conducted by Mazur et al, 149 cases of metastatic 
carcinoma to female genital tract from extragenital 
cancers were observed over a period of 31 years. The 
ovaries and vagina were the most frequent sites of 
metastasis; 81 % of the cases involved one of these two 
sites. Only thirteen tumours (8.7 %) had metastasized to 
two sites in the genital tract ,2 '. Metastasis to two genital 
tract sites (ovary, endometrium) was noted in only one 
case of primary colonic carcinoma in a study conducted 
by Louis ct al 1 ' 1 . We recently experienced such a case 
where a patient of primary rectal carcinoma developed 
metastasis to multiple genital tract sites i.e; myometrium, 
fallopian tubes and ovaries. And thus report it here. 

The average age of such patients 
reported in literature is 58 years with a range of 27-88 
years ' 4 5 ’. Our patient was 40 years old. Most common site 
for metastatic colorectal carcinoma within the female 
genital tract reported in literature is ovary"”. Metastasis to 
multiple female genital tract sites is uncommon' 2 ’. Our 
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also developed metastasis to multiple genital tract 
c ? se j e • myometrium, B/L fallopian tubes and B/L 
S,te ries H is pertinent to mention here that metastasis 
** no i suspected by the surgeon preoperatively and 
'h* patient was operated with provisional diagnosis of 
Ivic inflammatory disorder. This case thus illustrates 
h t a growing uterine mass in a patient with history of 
evious extragenital cancers should alert the physician 

f 0 consider metastasis. 


Thus these lesions can be insidious, masquera i g 
primary disease at the metastatic site. Me as a 
tumours may precede the diagnosis of a prim ry 
tumour or they may occur subsequent to the excision o 
the latter. Regardless of site, when metastasis do occur 
in the female genital tract, the survival is genera y 
poor 1 ’'. Therefore, it is important to consider metastatic 
tumours in the differential diagnosis of the lesions o 
the female genital tract. 
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Cancer Profile in Kashmir Valley an Institutional Experience 

Makdoomi Rumana, Khan AR, Besina S. Ali Seema. Shah BA. Khurshid Nayi. Rafiq Ahmad. Sajad Qazi 


Abstract 

A 5 year retrospective analysis of malignancies diagnosed in the Department of Pathology Govt Medirai 
College, Srinagar from (1994-1998) was done. Out of a total of 15125 biopsies/surgica^ 
marrows received a total of 1680 malignancies were diagnosed (i.e. 11.10%). The gastrointestinal tract 
was the commonest system afflicted by malignancies. A total of 720 cases of gastrointestinal mahgnanciel 
were diagnosed in this time period which comprise 42% of the total malignancies. Ten top sites for cancer 
seen in our study were, oesophagus, stomach, skin, breast, colon, rectum, Hypopharynx secondaries n 
node), NHL (lymph node) and bone. Males outnumbered females for malignancies at all sites excent 
thyroid, gall bladder, miscellaneous gastrointestinal sites and plasma cell dyscrasias. The pattern of cancer 
seen in Kashmir is different from rest of India especially North India where gastrointestinal malignancies 
are uncommon and carcinomas of lung and larynx in males and carcinoma of cervix are common amonast 
females. y 
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I ntroduction 

With the control of infectious diseases and 
increased longevity of the growing population in a 
country like India the spectrum of disease changes and 
the burden of cancer is on the increase. Of the ten 
million new cases of cancer diagnosed every year over 
half are from the developing world. It is estimated that 
by the year 2020, over 10 million people world wide 
would die of cancer every year and that 70 percent of 

these would be from developing world.' 

Cancer patterns vary not only throughout the 

world but also between different population groups 
within the same country. The preliminary and 
subsequent reports of the National Cancer Registry 
Programme (NCRP) have shown cancer of the stomach 
as a consistent leading site of cancer among males in 
Bangalore and Chennai, whereas it is lower down 
am*pg the leading sites of cancer in Bhopal, Delhi or 
Mumbai. Similarly, cancer of the gall bladder is a 
leading site of cancer especially among women in 
Bhopal and Delhi, but is hardly seen in Bangalore and 
Chennai. 1 

Kashmir Valley is distinct from rest of India as far as its 
geography, climate, social and dietary habits are 
concerned. The overwhelming population of the valley 


being Muslims (>90%), it is worthwhile to study the 
cancer profile in the valley to gain an insight into its 
causation and overall profile as the population based 
cancer registries are currently not available in Kashmir. 
The data regarding the cancer profile is obtained after 
analysis from the hospitals where the diagnoses is 
made. Though the data obtained has its limitations 
regarding the profile, it is nonetheless very useful to 
study the overall profile of cancer. Our study is one of a 
few studies 2 ' carried in this regard in this party of the 
country. 

Material and methods 

The present study was conducted in the 

Department of Pathology, Government Medical 
College, Srinagar and was based on the retrospective 
analysis of all cancers diagnosed in the Department of 
Pathology from January, 1994 to December 1998. The 
analysis included 14825 biopsies/resected specimens 
and 300 bone marrow aspirations. Government 
Medical College, Srinagar is the premier health 
institution of the Valley and has all the major 
Departments including six associated hospitals 
wherefrom the specimens are referred to the Pathology 
Department for analysis. 


Key words: Cancer, leading sites, cancer profile in muslims. _ 
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Table - I 


Tabic II (b): 

Ten commonest sites of malignancies in females are as 


S-No 


Site 


% age 


S. No. 


Fe male 



Oesopagus* 


Stomach 


Skin**_ 


Breast 


Co Ion 


Rectum 




5.65 


4.76 


4.16 


3.27 


3.03 


Ly mphnode (N H L) 2.79 



10 . 


Bone 


2.61 


* includingGEjunction and lower end of oesophagus 
** Excluding melanomas 


Table II (a) : 

Ten commonest sites for occurrence of 
malignancies in males are as under 




Site 


Breast _ 


Oesophagus 


Stomach 


Skin _ 


Gall b ladder 


Colon 


Rectum 


Other Ly mph 
node (NH L) 



3.98 


3.48 


3.15 


Ly mph node 
(secondaries) 


2.98 


Leuke m ia 
my e locy tic 


2.81 


S.No. 

S ite 

M ale 



N o . 

% age 

1 

Stomach 

176 

16.34 

2 

Oes o p h ag us 

175 

16.20 

3 

S k in 

1 1 0 

10.2 1 

4 

Co lo n 

56 

5.19 

5 

Rectum 

49 

4.54 

6 

Hypophary 
n x 

46 

4.27 

7 

La ry n x 

40 

3.71 

8 

Secondaries 
lymph node 

37 

3.43 

9 

Tes tes 

31 

2.87 

10 

Bone 

29 

2.69 


Cancers of ear, nose and throat accounted for a high 
percentage of cancers (190) i.e. 11.30% with cancers 
of hypopharynx and larynx figuring amongst top ten 
cancers amongst males. 

Cancer skin figured amongst top five cancers in 
males as well as females accounting for 9.76% of 
total cancers reflecting a high frequency of squamous 
cell carcinomas in a population used to conventional 
method of warming during winter (i.e) Kangri. 
Secondaries to lymph nodes also figured in top ten 
cancers reflecting advanced stage at which these 
malignancies were diagnosed. 

Haematological malignancies accounted for 3.57% 
(60 Nos.) of total malignancies with myeloid 
leukaemia figuring at No. 10 in top ten cancers in 
females. 

Non-Hodgkin's lymphoma figured at number 9 as 
one of the commonest cancer of lymph node in males 
and females. 

Cancer of breast is the number one cancer amongst 
females accounting for 5.59% of total cancers in 
females but at the same time cancers of female genital 
tract especially cervix, uterus, vagina, ovary were 
uncommon (total 18) which accounted for 0.01% of 
the total cancers. 

Carcinoma penis to the best of our knowledge has not 
been reported from Kashmir. Carcinoma of male 
genitilia is infrequent but cancer testis figures in top 
10 cancers in male accounting for 2.87% of total 
cancers diagnosed in this time period. 
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Discussion 

Cancer registry (population based/hospital 
based) is the authentic tool to judge the incidence. 
Prevalence and pattern of cancer in a population. 1 In its 
absence the only reliable way to study the pattern of 
cancer is from the hospital records. Though the data 
from hospital does not provide the true incidence it is 
nonetheless useful in the absence of a registry to study 
the frequency of various cancers and reflects the 
overall pattern of cancer. Our study is an endeavor to 
throw a light on the cancer pattern in Kashmir and is 
based on analysis of data from the Department of 
Pathology, Government Medical College, Srinagar 
which is the premier health Institution of the State of 
Jammu and Kashmir. Our study besides providing an 
insight into the pattern of cancer in Kashmiri 
population which is geographically, socially and 
culturally distinct from rest of India also provides an 
insight into the cancer pattern amongst Muslims as the 
valley is inhabited by a predominant (>90%) Muslim 
population. 

In our study gastrointestinal tract was the 
commonest system involved by cancers. This finding is 
consistent with Durrani* and Shah A," who also 
reported a high frequency of gastrointestinal cancers 
when analysis of data was done from Government 
Medical College, Srinagar and Sher-i-Kashmir 
Institute of Medical Sciences, Srinagar respectively. In 
ourstudy cancer of oesophagus accounted for 15.7%of 
total cancers and was the commonest cancer in males 
and second commonest cancer amongst females. The 
cancer of oesophagus has a high incidence in Kashmir 
which is comparable to the high incidence belt of Iran 
probably related to characteristic food habits of 
Kashmiris.' Carcinoma of stomach has a high 
frequency in Kashmir/’ but the pattern of the cancer 
stomach is changing with gastro-oesophageal junction 
and lower end of oesophagus becoming a frequent site 
for the development of cancers.’ In our study stomach 
cancer followed oesophagus closely as the second most 
frequent cancer and amongst males it was the most 
frequent cancer accounting for 16.34% of the total 
cancers. Amongst females stomach was the 3 rd frequent 
cancer site. It is to be noted here that cancers of G.E. 
junction and lower end of oesophagus were clubbed 
together with cancers of oesophagus. At the G.E 
junction and lower end of oesophagus there were 125 
cases which accounted for a total of 7.44% of total 
cancers reflecting a sizeable proportion of cases at this 
site most of which ie. 76% were adenocarcinomas. 7 
Cities from South India (i.e.) Chennai, Bangalore have 
a high incidence of stomach and oesophageal cancers 
but cities from North India like Bhopal, Delhi etc. do 
not show high incidence of gastrointestinal cancers. 1 
Cancers of lower gastrointestinal tract i.e. colon rectum 
etc. also have a high frequency in Kashmir which has 
been noted earlier ’. In Southern India too colon and 
rectum are frequent sites for cancer. Hypopharynx 
I igures in top ten cancers in our study and its frequency 
is high throughout India.* Cancer larynx figures as a 
leading site of cancer in males in this population 


_epidemiology 

possibly because of increased cigarette smoking or alT 
etiological factor which is yet to be worked out 

Breast cancer is the leading cancer in 
Kashmiri females accounting for 15.58% of total 
cancers amongst females. This finding is in accordance 
with data from Delhi and Mumbai, whereas in South 
Chennai and Bangalore cancer cervix is the 
commonest cancer. We in our study encountered only 
four cases of cancer cervix reflecting a very low 
prevalence in this population which is a predominantly 
Muslim population discouraging multiple sexual 
partners or else a low prevalence of HPV. Also, cancers 
of the other female genital organs i.e. uterus ovaries etc 
had a very low frequency. Male genital cancers 
especially cancer penis is non-existent in Kashmir as 
the population is primarily Muslim advocating 
mandatory circumscision in males. Frequency of 
cancer of genitals in Muslim males is lower than other 
religious groups in India’ 1 " and so is the frequency of 
cancer cervix. Cancers of testis however figure in top 
10 cancers in males accounting for 2.87% of total 
cancers in males. 

Carcinoma of skin accounts for a high 
percentage of cases i.e. 9.76% in our study (this 
excluded melanomas). While in the West squamous 
cell carcinomas of skin are uncommon 1 " and also 
looking at the pattern of cancers in India skin cancers 
are uncommon,’ the high frequency in our population 
appears to be because of the squamous cell carcinomas 
following chronic irritation by prolonged exposure to 
hot pots (Kangris)" carrying coal, commonly used by 
Kashmiris during harsh cold winters. 

Non-Hodgkin’s lymphomas accounted for a 
high percentage of tumours and was the amongst the 
top ten cancers in males and females. The cause for 
these lymphomas need to be analyzed warranting 
immunohistochemistry, virological studies and genetic 
studies. The high incidence of lymphomas has been 
noted in metropolitan cities of India like Bangalore, 
Chennai and Delhi.’ Non-Hodgkins lymphomas were 
found to be the most frequent cancers in an analysis 
done from Saudia Arabia.” There is elevated 
frequency of NHL’s throughout the Middle East” 14 
Whether high frequency in this population is 
attributable to social, cultural or environmental factors, 
it remains to be assessed. In an analysis of pediatric 
solid tumours in Kashmir, lymphomas constituted 30% 
of total pediatric solid tumours of which one-third were 
non-Hodgkin’s lymphomas 15 . The role of genetics thus 
seems to be very relevant for the causation of 
lymphomas. 

Secondaries to lymph nodes and other sites 
were common and reflected a late diagnosis or a stage 
IV disease which is due to poor health care services 
available to the population especially the rural 
population. 

The gall bladder is amongst the top Five sites 
for the development of cancer amongst females i.e. 
4.31% which is seen also in Delhi, however. Bangalore 
and Chennai do not recapitulate these figures'. Myeloid 
leukaemia is also amonst top ten cancers in females at 
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'T'jTj^ndBarshi as ls seen in our stud y- High frequency 
f eall bladder cancer is probably related to high 
• Hence of gall stones in Kashmiri females. 
inCl Bone tumours also have a high frequency in 
Kashmiri population especially males. 

N Our study does not throw a light on central 
ous system cancers as there the facilities of 
ne ur0S urgery are not available in our hospital whatever 
ne $ es w e have are cases for pathological review. 

03 Interpretation of data from a single referral 


hospital has clear limitations. There is a sc cc 10 < 

for the composition of patients admitted an sect 
the number of cancer cases cannot be VKAV ‘ K v ' . 
reference to a population base., however a lig it ,s s ^ 
on the pattern of cancer with respect to the sped I it 
causes. Such information will make possn e ic 
development of more specific programs for cancer 
prevention which incorporate studies on environmen . 
dietary', social, genetic and other factors that ultect t ic 

pattern of cancer in Kashmir. 


ig.l : Pic Chart showing percentage of various cancers. 
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Fig.2: Bar Chart showing leading cancer 
a comparison between males and females 
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r piHe rniol°gy _ 

Needle Aspiration Cytology of Thyroid Nodule and its Histopathological 

Correlation- 

Bawa na Ra' na *^i a y P au * Kanotra, Malik Suhail, Arvind Khajuria, Ram Kumar Gupta 


Abstract 

This study was conducted for one year from October, 2005 to September, 2006 in the Department 
of pathology, ASCOMS, Sidhra. A total of 96 patients with thyroid nodules were taken up for Fine Needle 
Aspiration Cytology (FNAC). 25 patients were subjected to thyroidectomy and the excised specimens were 
studied histopathologically. Correlation of the two methods was done by statistical evaluation. FNAC 
revealed 58 patients with benign lesions and 15 with malignant lesions, 19 FNACs were indeterminate and 4 
were non-diagnostic. 55 patients showed features of multinodular goitre, 2 patients were of Hashimoto's 
thyroiditis, 1 was of sub-acute thyroiditis and 15 were of follicular neoplasia. Features of papillary 
carcinoma and medullary carcinoma were observed in 10 and 5 patients, respectively. Our results suggest 
that FNAC is a sensitive, specific and accurate investigation for thyroid nodules. Histopathology, however, 
remains the gold standard for diagnosing malignant lesions. 

JK-Practitioner 2011 ;16(l-2):87-91 


introduction 

Jammu province falls in the northern region 
f India, which is world's largest goitre belt in the Sub 
Himalayan region. The average prevalence of goitre in 

India is reported to be 40%'. 

One of the common presentations of thyroid 

enlargement is the presence of a discrete nodule \ 
Thyroid nodule is an asymptomatic mass that is 
discovered either by the patient himself or by the 
clinician \ The thyroid nodules are considered to be 
clinically more important than multinodular goitre or 
diffuse goitre because of higher probability of 

neoplasia in them. 

Materials And Methods 

From October, 2005 to September 2006, 96 patients 
with thyroid nodules, who presented to the Department 
of Surgery and E.N.T. were subjected to FNAC and 
detailed cytological examination of stained smears was 
done *. 25 patients out of these, who were subjected to 
partial or total thyroidectomy, were taken up for 
histopathological studies. 

Staining of smears was performed with M.G.G and 
Papinicolau stain \ For tissue sections, Haematoxylin 
and Eosin stain was employed. Congo Red and Tissue 
Calcitonin were also used for some sections. 
Diagonostic terminology used is after Durairajan and 
Jayashree (1996)''. Correlation of the two methods was 
done by statistical evaluation 7 . 

Observations And Results 
a. General Clinical features 

Out of 96 cases of thyroid nodules, 66 patients (68.75 
%) and 30 patients (31.25), were from urban and rural 
areas, respectively. The patients varied from 19 to 59 
years in age, the mean age being 39 years. Eighty-one 
patients (84.37 %) were females and the remaining 15 


Key Words: Thyroid nodule, FNAC, Histopathology 


patients (15.62%) were males, the male-female ratio 
being 1:5.4. Maximum number of patients (90) 
complained of swelling in the thyroid region (93.75 
%), whereas, only three patients (3.12 %) complained 
of pain and the remaining three (3.12 %) came with 
discomfort in the neck or pressure symptoms, like, 
dysphagea, dyspnoea or hoarseness of voice. 

The duration of symptoms was for more than 
one year in 58 patients and for less than one year in the 
remaining ones. 

Only one patient had the history of thyroid 
swelling in his mother. No patient had any history ot 
irradiation to the neck or any other part. 

Most of the nodules measured 2.5 x 3 to 3.5 x 4 cms in 
size, whereas, the largest nodule was about 7 cms in 
diameter and the patient showed the features of 
hyperthyroidism. The smallest nodule, however, 
measured one cm in diameter. 

Eighty-two (85.41%) of the cases were 
euthyroid, 9 patients (9.37 %) were hyperthyroid and 5 
patients (5.20%) were hypothyroid, 
b. FNAC Results 

The FNAC results (Table-1) revealed that 58 patients 
presented benign lesion (60.41 %), whereas, 15 (15.62 
%) showed malignant lesions. 19 FNACs were 
indeterminate and4 were nondiagnostic. 

Out of ninety-six patients, fifty-five (57.29%) 
revealed cytological features of multinodular goitre 
and benign cystic change. Two patients (2.08%) 
showed features of Hashimoto's thyroiditis. One 
patient (1.04%) showed features of sub-acute 
thyroiditis and fifteen patients (15.62%) showed 
features of follicular neoplasm. 

Features of papillary carcinoma were present in ten 
(10.40%) patients. Five patients (5.20%) showed 
features of medullary carcinoma. Four patients 


Authors’Affiliations’:Bawana Raina, Ajay Misri. J. Paul Kanotra , Malik Suhail , Arvind Khajuria , Ram 
KumarGupta Department of pathology, //ENT DEPPT. ASCOMS (Medical College) Jammu (J&K) 
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Introduction 

Jammu province falls in the northern region of 
India, which is world's largest goitre belt in the Sub 
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Himalayan region. The average prevalence of goitre in 

India is reported to be 40 %'. 

One of the common presentations of thyroid 


S.No. 


TABLE - 1. SHOWING CYTOLOGICAL DETAILS ON FNAC 


FNAC findings 


No. of patients 


BENIGN LESIONS 


% age 
(N =96) 


% age 


(n = 77) 



c. Histopathological features 

Only 25 patients out of the 96 who underwent FNAC 
reported for surgery in this hospital. All these 25 
specimens were processed and subjected to 
histopathology. 18 patients (72 %) had the benign 
lesions, out of which 13 (52 %) had multinodular goitre 
and 5 had follicular adenoma (20 %). Only one out of 5 
patients with follicular adenoma had co-existant 
multinodular goitre. Seven (28%) patients had 


malignant lesions. Papillary carcinoma was present in 
four (16%) patients, out of which one patient had co¬ 
existent multinodular goitre. One, out of the remaining 
three, had follicular variant of papillary carcinoma. The 
remaining two showed typical features of papillary 
carcinoma. Medullary carcinoma was present in two 
(8%) patients. Follicular carcinoma was diagnosed in 
one (4%) patient because the histopathology revealed 
capsular invasion. (Table-2) 


TABLE - 2. SHOWING RESULTS OF HISTOPATHOLOGY 


S.No 

Histopathological 

Results 

No. of 

patients 

% age 
(N=25) 

% age 


Benign lesions 



(n=l 8) 

1 . 

Multinodular goitre 

13 

52 

72.23 

2. 

Follicu larAdenoma 

5 ! 

20 

27.77 


Malignant lesions 




3. 

Papillary carcinoma 

4 

16 

57.14 

4. 

Medullary carcinoma 

2 

8 

28.57 

5. 

Fo 1 lieu lar care ino ma 

1 

4 

14.28 


Total 

25 




On comparison of FNACs and Histopathological 
examination, the accuracy of FNACs was analysed 
for the detection of benign and neoplastic lesions. 
(Table-3) 

Fourteen cases were diagnosed as having 
multinodular goitre and benign cystic lesion on 
FNAC. Of these, twelve were non-neoplastic, one 
was pipillary carcinoma and one was follicular 
adenoma on histopathology. Thus, twelve turned out 
to be true negative and two turned out to be false 
negative. 

Eleven cases were diagnosed as neoplastic (follicular 
neoplasm, papillary carcinoma, medullary carcinoma 
and suspected malignancy) by FNAC. Four of these 
were benign neoplastic lesions (follicular adenomas) 
and one was follicular carcinoma. Three of these 


were papillary carcinomas and two were medullary 
carcinomas on histopathology. 

One case suspected to be malignant on FNAC turned 
out to be multinodular goitre on histopathology. The 
other case suspected to be malignant on FNAC was 
confirmed to be a case of medullary carcinoma on 
histopathology. 

Thus, out of the eleven cases reported as neoplastic 
on FNA C, ten turned out to be true positive and one 
case turned out to be false positive.(Tab\e-4) 
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TABLE - 4. SHOWING NEOPLASTIC AND 
SUSPICIOUS LESIONS DIAGNOSED BY FNAC 
AND THEIR HISTOPATHOLOGIC CORRELATION 

Numb Histopatholo Numb Rema 
ers gical ers rks 

Findings 


FNAC 

Fin din 

g s 


Follicu 

lar 

Neopia 

sm 



Suspic 
ious of 
malign 
ancy 


Total 


11 


Follicu lar 
adenoma 
Follicular 
carcino ma 


Papillary 

carcinoma 


Medullary 

carcinoma 


Multinodular 
Go itre 
Medullary 
carcinoma 


4 

1 


11 


TP 

TP 


TP 


TP 


FP 

TP 


TABLE 6. STATISTICAL ANALYSIS FOR 


Test being evaluated 

(FNAC) 

Reference standard 

test 

(Histopathology) 

• 

Positive 

Negative 

Positive + Suspicious 
(06) 

05 

01 

Negative (19) 

02 

17 


Sensitivity 
Specificity 
Accuracy 
False Positive Rate 
False Negative Rate 
Predictive Value of 
Positive Test 
Predictive Value of 
Negative Test 

DISCUSSION 


= 71.4 %. 

= 94.44% 
= 88 %. 

= 5.55%. 

= 28.57%. 

= 83.33%. 

=89.47%. 


Carcinomas, suspected malignancy and follicular adenomas 
were taken to determine the numerator during statistical 
analysis for neoplastic lesions. (Table-5) 

TABLE 5. STATISTICAL ANALYSIS FOR 
NEOPLASTIC LESIONS 


Test being 

Reference standard j 

evaluated 

test 


(FNAC) 

(Histopathol ogy) 


Positive 

Negative 

Positive + 

Suspicious (11) 

10 

01 

Negative (14) 

02 

12 


Sensitivity 

= 83.33%. 

Specificity 

= 92.30%. 

Accuracy 

= 88%. 

False Positive Rate 

= 7.69%. 

False Negative Rate 
Predictive Value of 

= 16.66%. 

Positive Test 

Predictive Value of 

=90.90 % 

Negative Test 

= 85.71%. 


When only carcinomatous lesions were 
taken as numerator, keeping in view that malignant 
and benign nature of the follicular neoplasms 
cannot be differentiated by FNAC, the 
comparative results were as shown in table-6. 


Some interesting data has come up during the 
present study with respect to thyroid disease in 
Jammu. The incidence of thyroid nodule was 
only 1.04 % in younger age (< 20 years) contrary 
to 5% in the other parts of the country. The 
maximum number of patients belonged to the age 
group of 30 to 40 years, as in other studies 6 . The 
thyroid nodules have been reported to be more 
prevalent in females than in males, M conforming 
to the present ratio of 5.4:1. Usually the swellings 
of the thyroid are of less than 1 years duration \ 
but in our study, majority of patients had their 
nodules of more than two years duration, which 
clearly shows that the patients in this region are 
probably less conscious of their thyroid problems 
because they toss around in consulting quakes 
and other local systems of medicines, before 
coming for allopathic treatment. This is due to 
illiteracy and other economic problems in this 
region. In one of our patients the swelling which 
was more than 3 years old proved on 
histopathology to be papillary carcinoma. It is 
reported that 10 to 15 % of thyroid nodules which 
are over three years old turn out to be 
carcinomatous 9,0 . From this it is concluded that 
early remedial measures should be taken. 
Hereditary predisposition was found in one 
patient with benign nodule as compared to 14.1 % 
in a study by Bouvet et al.* 

The incidence of solitary nodules is more in 
comparison to dominant nodules 2 , which is 
similar to the findings in our study i.e 79.16 % 
solitary and 20.83 % dominant nodules. 

Papillary carcinoma is usually 
accompanied by cystic changes ".In our study 
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Sensitivity 

Specificity 

Accuracy 
* 

False Positive Rate 
False Negative Rate 
Predictive Value of 
Positive Test 
Predictive Value of 
Negative Test 

DISCUSSION 
Some interesting data has come up during the present 
study with respect to thyroid disease in Jammu. The 
incidence of thyroid nodule was only 1.04 % in 
younger age (< 20 years) contrary to 5% in the other 
parts of the country’. The maximum number of patients 
belonged to the age group of 30 to 40 years, as in other 
studies . The thyroid nodules have been reported to be 
more prevalent in females than in males ,' 1 “conforming 
to the present ratio of 5.4:1. Usually the swellings of 
the thyroid are of less than 1 years duration but in our 
study, majority of patients had their nodules of more 
than two years duration, which clearly shows that the 
patients in this region are probably less conscious of 
their thyroid problems because they toss around in 
consulting quakes and other local systems of 
medicines, before coming for allopathic treatment. 


- epidemiology 

This is due to illiteracy and other economic problems 
in this region. In one of our patients the swelling which 
was more than 3 years old proved on histopathology to 

be papillary carcinoma. It is reported that 10 to 15%of 

thyroid nodules which are over three years old turn out 
to be carcinomatous From this it is concluded that 
early remedial measures should be taken. 

Hereditary predisposition was found in one patient 
with benign nodule as compared to 14.1% in a studv 
by Bouvet etal.* 

The incidence of solitary nodules is more m 
comparison to dominant nodules 2 , which is similar to 
the findings in our study i.e 79.16 % solitary and 20 83 
% dominant nodules. 

Papillary carcinoma is usually accompanied 
by cystic changes In our study also a case of 
papillary carcinoma showed cystic change. 

Majority of benign nodules and almostall malignant 
thyroid nodules are euthyroid”. Incidence of thyroid 
carcinoma in hyperthyroidism varies from as low as 
0.3 % to as high as 16.6 % n N . We found only one case 
with co-existant hyperthyroidism and medullary 
carcinoma. 

The percentage of malignant cases in the 
present report was higher in comparison to the studies 
of other authors 1516 . The possible reason for this 


= 71.4 %. 
= 94.44 % 
= 88 %. 

= 5.55%. 

= 28.57%. 

= 83.33%. 

=89.47%. 
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58 

23 

76 

58 

69 

64 
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199 

2 

78 

100 

• 

43.6 

93.5 

75 

79.6 

88.2 

85.3 

Agarwal. 

199 

5 

100 

100 

38 

15 

76.47 

95.9 

90.9 

• 

92.1 

86.6 

Morgan 
et al 

200 

3 

290 

100 

45.17 

12.78 

55 

73.7 

67.4 

• 

67.4 

70 

Present Study. 

200 

6 

25 

26.04 

48 

28 

83.33 

92.30 

88 

85.7 

90.9 


could be that the rural population of Jammu region 
depends on traditional forms of treatment and are 
ignorant of the grave consequences of leaving the 
nodules unattended. It clearly indicates the need for 


popularization of health education, both at the level of 
social organizations and Government in the state of 
Jammu & Kashmir. 

In cases where there was failure to aspirate the 
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Profile of Animal bite Cases Attending Anti-rabies 
College Associated S.M.H.S. Hospital, Srinagar 


_epidemiology 

inic of Government Medical 


J M an A TO^ahna Z S Na M bi.MD m Kha "- M °' PG ° HHM ' ^ Amin Qurieshi ' MBBS ' Asiya Wall. MBBS, Yas.ean 

Abstract 

:r b ? u f pe0ple fe J‘ Victim t0 animal bites ' especially to dog bites. About 30,000 people die of 

is tn hS / Wh H h aCC °K Un ? f ° r 8 ° % ° f 36,000 d6athS reported t0 the WHO. In India 96% of the rabies 
Lh I fr ° m r AD 9 A Wh ‘ Ch u are mOStly Stray and own erless.‘ A aoss-sectional study was conducting at 

assocTatPd qmhc i ™ by Department of Community Medicine at Government Medical College 

^3??' Snnagar • Between 1 January to 31 M December 2005, 4319 animal bite cases 
who attended the ARC to receive anti-rabies post exposure immunization were interviewed. Classification 
of exposures was done as per guidelines given by W.H.O/ Among 4319 cases of animal bites, 4204 (97 29) 

k e o G J^n ^ hiCh maximum 1245 (29.61%) cases were reported from 0-10 year age group followed 
by 84b (20.12 /o) from 11-20 years group. Lower limbs were mostly bitten comprising 2339 (55 63%) of all 

hifP^ftn^'Q^oA^ l 72 H, 3,60 ? 03565 h3Ving biteS 0n upper limb and 548 (13.03%). Among all dog 
bites, 2604 (61.94%) suffered from class II exposure, while 1181 (28.09%) and 419 (9.96%) suffered from 

class III and I respectively. 4086 (97.19%) of all dog bites reported were from stray dogs with iust 118 
(2.81%) from pet dogs. 1 


Introduction 

Rabies has affected mankind since ancient 
times. Rabies ranks ten amongst infectious diseases 
worldwide and causes about 50,000 to 60,000 human 
deaths annually although effective vaccines for post 
exposure treatment are available’. An estimated 
55,000 people, mostly in Asian countries, die of rabies 
each yean In most endemic countries stray dogs are 
the main source of rabies infection in humans. Despite 
of tremendous progress in the fields of preventive 
medicine and vaccinology, rabies is widely prevalent 
in India, causing extensive morbidity and mortality. In 
India 95-97% of rabies patients are infected by dogs. 
Human rabies is mainly caused by dog bites and 
annual incidence of bite in India is 1.7%'. Estimated 
annual human mortality in India due to rabies is 25,000 
to 50,000'. Though it can strike virtually all mammals, 
dog is the principal reservoir of this disease in India. 
The dog population in India is estimated to be around 
25 million, and most of them are not protected against 
rabies/’ 

The fear psychosis linked with the bite of a 
dog is understandable because of the perfidious nature 
of the disease, which once sets in invariably leads to 
the agonizing death of the victim due to rabies. 
Anxious parents seeking medical aid with the history 
of dog bite in children is not an uncommon feature. 
Children love to play with dogs and usually get bitten 
by them as a result of undue provocation. Though 
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such bites are usually inoffensive, the risk of rabies can 
not be totally ruled out. On the other hand bites by stray 
dogs should always be considered as possibly 
infectious. 

Present study was undertaken to find out the 
common types of animal bites, especially dog bites 
encountered in general population with special 
reference to the age-group, site and class of bite to 
decide about the treatment modality. 

Material and Methods 

4,319 animal bite cases registered in the Anti 
Rabies Clinic of Government Medical College 
associated SMHS Hospital, Srinagar over a period of 
12 months from January, 2005 to December 2005 
constituted the study sample for the present study. 

A detailed history was taken and all relevant 
data pertaining to age, type of animal and site of bite, 
interval between the animal bite and arrival for 
immunization were noted for every study subject. 
According to the site and severity, wounds were 
classified according to WHO classification as class I, 
II and III. 

Results 

Among 4319 cases of animal bites, 4202 
were dog bites with 39 jackal bites, 31 were bitten by 
cows, 17 by cat and 13 were bitten by monkeys, 6 
persons had bear and horse bites each, 4 sheep bites, 
and 1 rabbit bite. Dog bites constituted 97.34% of all 
bites received. Also 1306 persons reported for 
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• fltion for consuming unboiled milk from 
im m uniza . covv or cow bitten by rabi'd dog (Table I). 
githera 01 O j 0 / 0 ) cases of all sites bitten, followed by 
cases having exposure on upper limb and 
572( 13 ‘ n . 0 / 0 ) affecting hand and feet; 251 (5.97%) 
548 ported multiple site bite injuries (Table 11). 


cases rep the pat j ent s were taken as per 
ACC °r Ation of bites. 2604 (61.94%) of dog-bite cases 
cl3SS d from class III exposure, while 1181 (28.09%) 
suffer* ^Q6%) suffered from class II and 1 

and 4 , While all other animal bites were 

reSpe ?predtobeClass III and treated accordingly. 
conS Interestingly, 4086 (97.19%) of all dog bites 
d were from stray dogs with just 118 (2.81%) 
rep ° n et dogs, as there are religio-cultural bindings on 
Japing dogs as pet in Muslim dominated society in 

Kashm 0 'f t |ie bite cases comprising 2472 (58.80%) 
^ oS d from stray dogs in rural areas of Kashmir 
re P° followed by 879 (20.90%) cases from slums in 
q inaear city and 583 (13.86%) from dogs staying 
nnnd para-military security camps and bunkers. 
ar ° Among children and adolescents, about 89% 
h tes were provoked due to stone pelting on dogs or 
•'trusion into areas where puppies were reared, 
rontrarily, the adults were attacked during dark hours, 
hen they used to move out for prayers in mosques or 
"hile passing along security forces camps and bunkers. 
Ahout 52.94% of dog bite victims reported within 24 
hours to Anti-rabies clinic while 21.68% reported in 
two days, 16.69 % reported within three days while 
8 69% reported after seven days of animal bite. 

About 63% persons reported directly to Anti-rabies 
dinic, while rest 37% patients were referred from the 
peripheral health centres after giving first-aid and 

injection Tetanus toxoid. 

All the Class 11 and 111 exposure patients were 
given purified vero-cell vaccines following Essen 
re°imen, while Class III exposed persons were given 
inununoglobulin on day'0' along with active 
immunization. 

According to age- wise distribution of 4204 dog bites, 
maximurn 1245 (29.61%) cases were reported from 0- 
10 year age group followed by 846 (20.12%) from 11- 
20 years group, 730 (17.36%) of 21 -30 years age group. 
The dog bites showed down-ward trend with increasing 
age group as above 60 years group showed least 
number of cases, i.e., 132 (3.14%). As per the sites 
involved, lower limbs were mostly bitten comprising 

2439. 

Discussion 

Dog bite injuries remain a problem of significant 
proportion in this country. Children are the most 
frequent victim 01 dog bite'"”. In our study, 1245 
(29.61%) cases were reported from 0-10 year age group 
followed by 846 (20.12%) from 11-20 years g.oup, 
which is also observed in findings of other studies* ,w . As 
in this study other authors have also revealed a higher 
incidence of dog bites during the summer months'" ;.s 
against when people wear heavy woolens. Exlreinittes 


were the most commonly involved with lower limbs 
mostly exposed having 2339 (55.63%) cases, follovve 
by upper limbs with 572 (13.60%) and, hands and feet 
548 (13.03%) cases. Nimale et al have reported 
involvement of lower limbs in 65% and upper limbs in 
25.4% of the cases, whereas, Bunkar has observed 
involvement of lower limbs in 65.66% and upper lim s 
in 23.96%/"" Large number of dog bite cases reported 
from rural areas is explained by the fact that there are no 
regulations on movements of stray dogs. 2604 
(61.94%) of dog-bite cases suffered from class III 
exposure, while 1181 (28.09%) and 419 (9.96/o) 
suffered from class 11 and I respectively. Class III bites 
(82.7%) and unprovoked bites (74.76%) accounted for 
most of the injuries as also reported by Anita Khokhar 
et al in Alipur, Delhi" and Sekhon et t al in a study 
conducted in anti-rabies clinic in Patiala'. 

Children and adolescent were more likely to provoke a 
dog resulting in a bite. Some have suggested that the 
younger children may not realize that playful actions 
may cause an angry or defensive reaction from a dog. 
Others speculate that behaviours not generally 
regarded as provocating may be interpreted by a dog as 
invasion of territory and may incite an attack. 

Knowing that rabies once contracted is 100% fatal, 
number of cases reporting within 24 hours for medical 
help was about 52.94% while 21.68% reported in two 
days, (31.03%) which is again was unsatisfactory. 
Bunkar" has reported this figure to be 37.03% and 
Nimale et al ,n 47% at anti-rabies clinic at Government 
Medical College Hospital, Aurangabad while Anita 
Khokhar et al in Alipur, Delhi' reported 31.03% of 
cases reporting within 24 hours for medical help. Total 
indifference to roaming of stray dogs in the community 
by the public and municipal authorities alike has led to 
increase in the problem of huge number of dogs and 
consequently the dog bites. In addition, the main reason 
for late reporting is that no anti-rabies post-exposure 
prophylaxis is made available at any hospital or health 
centre in the periphery and as such all victims have to 
travel from far-off places to Anti-rabies clinic in SMHS 
Hospital, Srinagar which causes undue delay in 
instituting post-exposure prophylaxis against rabies. 
Another important obseivation was that lull course 
doses were not provided to all victims of animal biles 
due to financial constrains and huge patient influx in 
the clinic. 

High number of injuries involving dogs who were 
freely roaming suggests that such legislation which 
includes an increased effort to remove stray dogs 
should be implemented. There is ban on killing of stray 
dogs unless indicated necessary under Animal Birth 
Control (Dogs) Rules, 2001 /' which were added to the 
Prevention of Cruelty to Animals Act, I960, nc street 
dog, unless incurably ill, mortally wounded, lerocioir 
or rabid and diagnosed as such by a qualified 
veterinarian, couid be euthanised. However 
mechanism may be developed to contain the number 
roaming stray dogs in public places which include 
sterizalion, separate parks for male and female dogs 
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and any amendment the ABC Rules, 2001 making 
containment' elimination of stray dogs threatening 
security of human population, especially the-vulnerable 
group of children. Also, since young children are more 
prone to provoke a dog resulting in a bite they should be 
the target of anticipatory guidance by the parents and the 
teachers. > 

Furthermore, infants and young children should never be 
left unsupervised around any dog no matter how friendly 
the dog may appear. Efforts should be made to educate the 
community about the hazards of dog bite and its 
consequences and management of such a wound at home. 
Further more, imparting education to common masses on 
pasteurizing/ boiling milk before consumption not only 
alleys threat about contracting rabies virus but also 

preventing many more milk-borne diseases of public 
health importance. 
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TABLE II 


S. No 

Type • of 
animal 

No of persons 'bitten 
(percentage) 

1 

Dog 

4204 (97.34) ~ 

2 

a 

Jackal 

39 (0.90) 

3 

Cow 

31 (0.71) 

4 

Cal 

17 (0.39) 

5 

Monkey 

13 (0.30) 

6 

Bear 

06 (0.13) 

7 

Horse 

06 (0.13) 

8 

Sheep 

04 (0.09) 

9 

Rabbit 

01 (0.02) 

Total 

4319(100.00) 
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^]^ri7ubMee^Government Medical College Sriangar 

Covemment Medical College Srinagar is celebrating the golden Jubilee this year. On this 
occassion ‘Prof. Shahida ‘Mir (<Principal/Dean) government Medical College Snnagar pens 

down few thoughts. 



A Historic Moment 

Shahida Mir 

T his is a historic moment the moment to cherish the golden jubilee 
year of Govt. Medical college, Srinagar. The occasion offers us 
time to reflect not only on our accomplishments and on our dreams 
which Govt realized and but also on those which Govt shattered. 
Government Medical College, Srinagar owes its existence to realization 
among political class about need to make health care available to common 
kashmiri optimally and delivered by doctors w ithin community making it 
culturally relevant and acceptable and delivered at doorsteps and thus 
accessible to the hapless population distraught with diseases and ailment. 
Within a short span of time it started making a mark at national and 
international levels. In the valley people soon started calling it Shafakhana 
“ HEALING HOME" Because of type and quality of treatment people got. 
A decade from that all health indicators of state started improving infant 
and maternal mortality rates showed a downward trend, small pox was 
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eradicated from state, rural health services became a reality witF 
establishment of district hospitals and GMC became the manpower 
production machine producing high quality doctors and paramedics 
which starting providing health care facility in every nook and corner 
of valley. Then started the trend of migration our students excelled in 
foreign waters as well. The students produced by GMC are manning 
premier health institutions in world including countries like USA, UK 
& GULF countries. It's products have been able to match the best in 
world in terms of clinical acumen, skill, knowledge and dedication. 
We all feel proud to be associated with such a great institution like 
GMC Sgr. The fact that you will hardly find any kashmiri who has not 
visited one of its associated hospitals and got benefited bears testimony 
to the fact that GMC. Srinagar has lived up to the expectation of 
community in large. 

The path has been not so easy and journey not so smooth. The 
past 20 years has been difficult for whole Kashmir and GMC, Srinagar 
has been no exception. But I feel pride in saying that in spite and 
instead of pulls and pressures from all sides GMC Srinagar and its 
associated hospital not only saved thousands of lives from trauma and 
turmoil but kept aloft the highest standards of medical education. The 
entire medical faculty deserves laurels and praise for this achievement 
when people from all walks of life were running to greener pastures 
they kept the torch of humanity aloft and kept on serving the kashmiri 
population with Zeal and Zest of missionary. In this pursuit we lost 
some our dearest colleagues may God Bless them All. 

Now the dark clouds are passing and all of us are reassembling 
to rededicate ourselves to the mission of visionaries and pioneers of our 
loved GMC Srinagar. We have to fulfill the dream of establishing 
highest standards ofhealth care delivery and medical education. 

We are in the process of modernizing and upgrading Govt. 
Medical College Srinagar and initial steps have all been taken. The 
super specialties in Traumatology, Neurology, Endocrinology, 
Gastroenterology, Cardiology, Urology, Plastic Surgery Pediatric 
surgery. Surgical Gastroenterology, surgical Oncology etc. will be a 
reality in years to come. A state of art Gatroenterology lab and Cath lab 
are already established. The news emergency block has started 
functioning this year will change very look of now medical care is 
delivered in Kashmir Valley and we at GMC, Srinagar will lead this 
movement again. 

I take this occasion to emphasize on the Alumni of GMC 
spread over the globe that this is the time to repay your debt to your 
mother institution for making your what you are and now is the time to 
contribute in whatever best way our think is proper. We at our place 
have identified three crucial areas in which you can contribute they are 
manpower development, contribution to infrastructure development 
and co-operation in research. There can by many more ways small and 
big which you can suggest we are open to suggestions. LET US TAKE 
A VOW TODAY WE WILL NOT REST, WE WILL NOT BLINK, WE 
WILL NOT DITHER TILL WE RESTORE THE PRISTINE GLORY 
__ OF OU R BELOVED GMC 
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r—r^jTchlsti, first batch student and Ex- HOD Department of 
Pror. k. paho | og y CMC Srinagar records some moments. 



1st Batch of students (1958) Medical College 

Sitting (L-R) Ashok, M. Shaft, Bal Krishen, Farooq A,M. Askari, Prem Kamal, Kustoori Lai. 
(Principal Jammu) Staff (on Chairs) T.R.Anand, B.M.Bhan, R.C.Tandon, B.S.Kohili (HOD 
Physiology), Col. K.S. Garg (Advisor), GVS Moorti (Principal), K.K.Bhat (Head Anatomy), 

D.Kumar, Haroon Rashid, M.L. Koul. 


Foundation of first Medical College(GMC) In Kashmir 



T ill the year 1959 the State of Jammu and 
Kashmir did not have a Medical College 
and a handful of eligible students were nom 
inated year after year for admission to different 
colleges outside the State for medical studies 
against a limited number of seats that were 
reserved for the State nominees. With the 
expansion of health care activities and consequent 
demand for more qualified doctors, establishment 
of medical college in the State became an 
unavoidable necessity. But the idea of starting one 
looked like a dream for many years because of lack 
of resources, infra-structure and availability of 
teaching staff from within the State. However, to 
our pleasant surprise it was learnt that a 
gentleman-Col S Gargey by name- had joined as 
Advisor in early 1959 to plan a medical college in 
Srinagar. One could hardly believe that the dream 
was coming true when in July 1959 a notification 
was issued by the Advisor inviting applications for 


admission to the College which had been 
scheduled to be commissioned the same year. I and 
my class fellows who had just completed the 
Intermediate (now 10+2) examination and were 
eligible for admission to MBBS course had been in 
touch with some medical colleges outside the State 
for our admission, but w^ did respond to the 
Advisor's notification- of ofourse with our fingers 
crossed. We had to put in some effort in locating 
the office of the Advisor, which he ultimately 
found in a small house in Shahid Gunj, which was 
both his office and residence. We saw Col. Gargey 
in his modest office handling the blue print of the 
college. While welcoming us he personally 
handed over to each of us an admission form. We 
were called for interview in his office in the first 
week of August and the select list of students was 
issued within a fortnight or so after the interv iew. 
The classes started by the end of August. Sixty 
students were taken from Jammu and Kashmir and 
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seven from other States. At the interview we had the 
privilege of getting introduced to the Principal, 
designate. Dr. GVS Murthi, and the Head of the 
Department of Physiology, Dr. BS Kahali, who had 
jus joined. In record time some space was 
improvised in the old hospital at Hazuri Bagh (Now 
Lai Ded Hospital) to provide for our class rooms, 
laboratories, museum and dissection hall. Girl 
students from our stations were provided residence 
within its premises and the boys were lodged in a 
neighbouring private hotel- Everest Hotel, Goni 

Khhan. Other staff members who had joined by that 
time were: 

Anatomy:- KK Bhat, Prof & Head, D 
Kumar, Assist. Prof., Dr. BM Bhan, Lect., Haroon 
Rashid, & ML Koul, Demonstrator , Physiology:- 
BR Tandon, Assist. Prof., Anand, Demonstrator. 
Bio-chemistry:- SK Das Gupta. 

The Laboratories were equipped on 
modern line. Col. Gergay left the job and State in 
November, 1959 after fully accomplishing his 
assignment. We managed to carry on in the 
improvised accommodation of the Old Hospital 
building while construction of the college building 
on the complex of Sri Maharaja Hari Singh 
Hospital (SMHS Hospital) at Karan Nagar was in 
progress. The first teaching block was inaugurated 
in 1961 in which we started courses for the second 
professional. At the same time the existing SMHS 
Hospital was strengthened with the addition of two 
more wings taking the bed strength to 700 facilitate 
clinical teaching. The pioneer teaching staff that 
had been added for teaching of para-clinical and 
clinical subjects by 1961 was as under: 

Pathology BN Dutta, Assoc. Prof. & Head, 
DN Thussu, & HK Kaul, Demonstrator, 
Pharmacology (Mrs) Sannan, Assoc. Prof. AH 
Fazili, Demonstrator, Forensic MedicineTN Malla, 
TR Am la, Demonstrator, SPM Anantha Rao, Prof. 
& Head, Avtar Singh Sethi, Assist. Prof., 
Paediatrics Thaman, Prof. & Head, ENT Harbajan 
Singh, Assoc. Prof., Subhash Gupta Assist. Prof., 
Medicine S. Koul, Prof. & Head, SP Verma Prof., 
Ali Mohammad Jan, SN Ahmad Shah, Assoc. Prof, 
Khawaja Ahmad, SL Verma, Assist. Prof., 
Gynacology & Obstetrics (Ms.) S Malhotra, Assoc. 
Prof., (Ms.) S Arora, Assist. Prof., CS Khanna, Prof. 
& Head, Surgery Parmanik, Prof Ghulam Rasul, 
Girdhari Lai Kaul, Assoc. Professos, Sannan, BM 
Bhan, Assistant Professor. 

It may be mentioned that Dr. Ali 
Mohammad Jan, Dr. SN Ahmad Shah, Dr. Ghulam 
Rasul, Dr. Girdhari Lai Kaul, Dr. Garbajan Singh 
and Dr. (Miss) S Melhotra, who were working as 
Senior Specialists in SMHS Hospital when the 
College came into being, were designated as 
Associate Professors of the College in their 


respective specialties. Later on all oftiW^T 
elevated as Professors. Dr. SN Ahmad Shah worked 
as Principal also for over a decade from 1970. The 
teaching staff that was recruited from outside the 
State was given higher salary and provided f ree 
residential accommodation in the city and other 
attractive perks in view of their high calibre. Their 
services were taken on contract basis so that thev 
could be replaced by local staff on becoming 
eligible to occupy higher positions under the 
Medical Council of India rules. 

The College had thus the unique privilege 
of having such personalities of eminence and rich 
experience on its faculty to lay its strong foundation 
and set high academic excellence to the extent that 
from its very infancy the College came to be known 
as one of the most prestigious medical Institutions 
oflndia. 

Another feature of the College from the 
very beginning was that it provided facilities for 
extra-curricular activities. Debates, plays, musical 
concerts, cultural activities, sports and games were 
encouraged and cultural and sports functions were 
encouraged and cultural and sports functions were 
held every year of a large scale before distinguished 
gatherings. The first sports day was held in the Polo 
Ground in July, 1960. 

The duration of MBBS course in our time 
was five years followed by 6 months internship. 
The University examination of final MBBS was 
held in June-July, 1964 and the internship 
completed in January, 1965 strictly according to the 

schedule that had been drawn at the time of our 
admission. All of us joined various branches of 
medicine of our choice immediately after 
graduation. Presently several graduates of the first 
batch occupy positions as Heads of different 
departments in the two Medical College in the State 
and outside the State. One of them is working as 
Principal of Jammu Medical College. Some ofthem 
hold top positions in their respective fields in 
advanced countries like UK and USA. The 
graduates of other batches who followed the first 
batch also enjoy high reputation for their 
outstanding talent and contribution to different 
branches of medical sciences, both in India and 
abroad. We would have hardly stretched our 
imagination, while dreaming a Medical College in 
Srinagar a few decades back, to the extent of seeing 
its products reaching such heights. 

The college celebrated its 1st Silver 
Jubilee in 1984 under the chairmanship of Prof. S.Z. 
Ahmed Principal Medical College Sgr. Prof Ashai 
was the chief organizer for all the deliberations 
during the whole week of silver jubilee programme. 
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1971-GM Malik (Last row 6th. From left) as a pre final batch student of GMC,Srinagar 


if JK-Practitioner ,Prof..GM Malik dominated the scene at GMC ,Srinagar for over 3 
faculty member at the institution.Some visual glimpses are presented here:- 
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1994-Launch of JK-Practitioner at a function at GMC,Srinagar. 
Prof.GQ Allaqaband (Principal/Dean) and Prof.M Syed 
(HOD,Physiology) and Prof.GM Malik are seen in the picture 


2003-Delagates attending a Medicine Update 










